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Chorea During Pregnancy.* 
By Ws. Frietcuer Suaw, M.D., 
Resident Surgical Officer, St. Mary’s Hospital, Manchester. 


CuoreEa of pregnancy is not a common complaint. Previous to the 
first of this series of cases there had been no case at St. Mary’s 
Hospital, Manchester, for three years, although from 3,000 to 4,000 
maternity patients were attended annually during that period. 

In the present communication are recorded 11 cases of chorea of 
pregnancy which occurred in the practice at St. Mary’s Hospital from 
June 1905 to September 1906. The first two cases were treated on 
traditional lines; the results were bad and could hardly have been 
worse. It was then decided to try a totally different, antitoxemic 
treatment (first suggested by Dr. Fothergill), by which the patients 
were put on a milk diet and elimination was increased. Nine patients 
were treated in this way with the best results. 

The idea underlying the experiment was that the toxemia of 
pregnancy lowers the resistance of the nervous system and puts it in 
a state of heightened irritability, so that it responds to stimuli, 
chemical, emotional, etc., which would not otherwise produce any re- 
sult perceptible by ordinary clinical methods of observation. 

In 1895 Dr. R. C. Buist published six new cases with a statistical 
review of all the previously published cases. No author’s statistics 
were accepted unless Buist could himself verify the original publica- 
tion of each individual case, thus many doubtful or wrongly diagnosed 
cases were deleted. Finally, a résumé was given of the work on 
chorea which must always be the standard reference for the subject 
up to that date. The first paper mentioned by Buist is that of 
Schenckius Observ. Med. rar. published in 1609. Two other papers 
follow in the same century and three in the next. In the first half of 


* Amplified from a paper read before the North of England Obstetrical and 
Gynecological Society, October 19th, 1906 
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the 19th century papers on this subject appeared almost every year, 
and in the second half of the century several papers every year. 

Amongst the predisposing causes mentioned by Buist are previous 
chorea, hysteria, shock, rheumatism, infective processes during the 
puerperium and insanity. The commonest age was from 19 years to 
24 years, after which age the liability to attack apparently became 
much less. In his tables were cases commencing for the first time 
with the first, second, third, fourth, fifth and sixth pregnancies, but 
by far the largest number occurred amongst primigravide, these 
being 59 per cent. of the total number. Tllegitimacy did not seem to 
have any effect on the occurrence of chorea. 

In over 50 per cent. of the cases the chorea commenced in the first 
three months of pregnancy, but two-thirds were not delivered until 
full term. The distribution of choreic movements was general in the 
majority of cases, but a small percentage had movements limited to 
the right side, and a still smaller number to the left side. Maternal 
mortality was about 20 per cent., but in many of the fatal cases death 
occurred from other than the chorea, so that the real mortality due to 
chorea would be considerably lower than 20 per cent. The maternal 
mortality after induction of labour was 40 per cent., but here again 
several deaths were due to causes other than the chorea: on the other 
hand, of the patients who ultimately recovered after induction, several 
were not improved by the delivery. 

In 1903 Wall and Andrews read a paper before the Medical 
Society of London on “ Chorea in Pregnancy,” based on cases which 
had occurred in the London Hospital. They came to the conclusion 
that this complaint is determined by mental worry, overstrain or 
shock; but the determining cause is only effectual when it acts upon 
a brain whose power of control is somewhat lowered by the pregnant 
state, and, in addition, is unstable in consequence of (1) antecedent 
chorea, (2) antecedent rheumatism or other similar debilitating con- 
dition, or (3) a defect in development. They considered that the 
treatment of this class of chorea should be the same as that of ordin- 
ary chorea, 2.e., sleep should be procured and a good nourishing and 
full diet provided, especially rich in carbohydrates. They were 
opposed to the arrest of pregnancy, and stated that this had not been 
practised in the London Hospital since 1895. In the discussion 
which followed, the speakers were about equally divided on the ad- 
visability or inadvisability of this measure. 

In 1903 Sir Dyce Duckworth published a paper entitled “ Observa- 
tions on Chorea Gravidarum,” treating the subject more from the 
medical aspect. He concluded that a gravid uterus, per se, does not 
figure in the etiology of chorea, and that neither shock nor intense 
emotion, by itself is provocative of it. Toxemia is certainly one of 
the basic elements, but by itself it is impotent to induce chorea. The 
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determining or originating factor lies in the unstable or predisposing 
condition of the motor nerve centres. He believes in the induction 
of labour if the movements are very violent or if delusions set in. 

In 1903 Hellier published a successful case which he treated by 
cutting short the pregnancy. 

In 1906 French and Hicks published 29 cases which had been 
treated in Guy’s Hospital during the last 30 years. As a very large 
number of these had had chorea or rheumatism previously they con- 
cluded that the chorea of childhood and that of pregnancy have a 
similar pathology. They did not consider that illegitimacy has any 
effect on the causation of chorea in pregnancy. While admitting 
that nervousness of disposition, anxiety, fright, and worry all tend to 
accentuate choreic movements, they did not hold that they actually 
produce chorea; in fact, they were not sure but that the neurotic 
manifestations are the result of rheumatic toxemia. They considered 
the prognosis of the complaint much more favourable than that given 
by Barnes (43 per cent.) or Buist (20 per cent.), as there is a tendency 
for authors only to publish the severe cases, so leaving out the milder 
ones which would improve the average prognosis. The maternal 
mortality in this series was only 10 per cent. Pyrexia makes the 
prognosis very grave. They believed that cases of chorea gravidarum 
should be treated like ordinary cases of chorea, and that induction of 


labour is a line of treatment that should seldom be adopted. 

In 1906 Sheill published two cases of chorea gravidarum, one a 
slight case which recovered after spontaneous delivery at full term, 
the other a severe case in which pregnancy was arrested without any 
good effect, the patient becoming insane and finally dying. 


CasE1. A.J.,aged 25, was admitted under the care of Dr. Walter, 
June 30th, 1905, in a maniacal condition and with severe choreiform 
movements of all her limbs, body and face. She was a full-term 
“ primigravida,” but the os showed no signs of dilatation. She had 
previously had neither rheumatism nor chorea. A few days previous 
to admission she had been suddenly told that her mother was seriously 
ill. She left work and ran part of the way to her mother’s home, but 


fell down in the road owing to the sudden onset of violent choreiform 
movements. 


She was put to bed and kept on a nourishing fluid diet; arsenic, 
strychnine and aspirin being administered. As bromides, chloral 
and morphia were ineffectual in keeping her quiet, hyoscine had to be 
administered during the first two days, her incessant shouting 
disturbing the whole hospital. Hyoscine hydrobromide '/,,gr. was 
injected subcutaneously four times in the two days. After the first 
two days she quieted down, but never regained her reason. In spite 
of aspirin and arsenic the choreiform movements showed no im- 
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provement, but rather tended to increase, so on July 6th, labour 
having then commenced (the os admitting two fingers), a Champetier 
de Ribes’s bag was inserted in order to hasten matters; later, the 
patient showed signs of collapse, so dilatation was completed with the 
hand and the child extracted. After delivery, the patient gradually 
sank and died in twenty hours. The child lived two days. <A post 
mortem could not be obtained. 


Case u. J.D., et. 18, a primigravida, seven months pregnant, 
was admitted under the case of Dr. Walter, July 11th, 1905, with 
considerable incodrdinate involuntary twitching of all the limbs and 
face, which ceased during sleep. Finding that she was pregnant, the 
patient’s mother compelled her to marry the father of the child, 
although she then strongly disliked him. Her friends said she now 
became sad and melancholic instead of bright and happy as pre- 
viously, and six weeks after marriage choreiform movements com- 
menced. She had had neither chorea nor rheumatism previously. 
Arsenic and aspirin (gr. 10 bis die) were administered for a fortnight, 
during which time the temperature was intermittent, reaching 101° 
each day, and the pulse varied from 96 to 130 per minute. At the 
end of this time, owing to the patient appearing weaker and the 
twitching not improving, it was decided to induce labour. This was 
done by inserting two bougies on July 26th, delivery of a stillborn 
male child taking place thirty-six hours later. 

When admitted the heart sounds were not quite clear. On 
August 2nd, seven days after labour, a definite blowing murmur 
could be heard all over the heart, especially at the apex, and along: 
with this all the other typical symptoms of infective endocarditis, 
fever, loose yellow stools, sweating and quick pulse. The choreiform 
movements improved and gradually ceased except for an exacerbation 
on August 9th—11th; but the temperature became remittent, often 
reaching 103° and once 104°, and the pulse remained very rapid,. 
100—140 per minute. On August 26th she had sudden pain in the 
right side of her head, followed by paresis down the left side of her 
body, death ensuing five hours later. 

Post mortem. Much recent vegetation was found on the mitral 
orifice. Only a partial examination could be obtained, so the brain 
was not examined. 


These first two cases were treated on the ordinary lines laid down 
for chorea of pregnancy; the diet was nourishing; arsenic, aspirin 
and strychnine were administered ; sleep was procured when necessary, 
and, finally, labour was induced; but with the worst results; both 
mothers died, one child was stillborn, and the other only lived two 
days. The first patient certainly had chorea in its severest form, 
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being practically maniacal and only controllable with hyoscine; but 
No. 6 of the series was also a very severe case, having delusions for 
several days, and she eventually recovered. 


With these untoward results it was quite evident that the treat- 
ment left much to be desired. Duckworth, Hellier, Taylor, and other 
writers consider chorea to be due to some toxic agency, and this sup- 
position is supported by case No. 6, where the chorea only became 
very marked when toxic symptoms appeared. If this supposition is cor- 
rect, this class of case comes within the same category as hyperemesis, 
eclampsia, and the other toxemias of pregnancy, and should be 
treated as such. On this assumption the subsequent cases were 
treated with the view of eliminating any toxins which might be pre- 
sent. The patients were kept quietly in bed on a strict milk diet, 
their bowels freely opened with pulv. jalapz co., the action of the skin 
and kidneys being stimulated by means of diaphoretics and diuretics. 
Thyroid extract was also given to five of the patients, commencing 
with 15 grains daily, and in a day or two being increased to 30 grains 
daily, one patient even having 40 grains daily for three days. 
Nicholson has published good results from the use of this drug in 
eclampsia, his explanation being that thyroid extract dilates the 
vessels, reduces arterial tension, and allows more blood to flow through 
the kidney; moreover, it increases metabolism, liberates urea, and 
thus, acting on the kidneys, produces diuresis and tends to eliminate 
toxins from the blood. If this occurs in the toxemia of eclampsia, 
why not in that of chorea? 


Case 1. G.S., aged 21, was admitted under the care of Dr. Lloyd 
Roberts, November 27th, 1905, on account of twitching of her muscles. 
She was pregnant for the second time, and gave a history of slight 
twitching with her other pregnancy. The duration of pregnancy 
could not be definitely ascertained, as she had not menstruated since 
her last confinement (fourteen months previously), but the uterus 
almost reached the ensiform cartilage. All the muscles of the body 
took part in the choreiform movements, especially those on the left 
side, so that she could feed herself with her right hand. She suffered 
from insomnia, being always awakened by biting her tongue. The 
temperature was normal, but the pulse was rapid all through the ill- 
ness, varying from 92—120 per minute. On admission she was 
passing very little urine, and the percentage of urea was only 0°9 
per cent. The fetal heart sounds could be heard. 

She was treated on the supposition that her condition was toxemic : 
her diet consisted solely of milk, a saline diaphoretic and diuretic 
mixture was given, her bowels were well opened with pulv. jalape 
co., and thyroid extract was administered (30 grains per diem) in the 
hope that it would aid elimination. 
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During the first six days the choreiform movements were much 
improved, but they returned with their former violence on December 
7th. The amount of thyroid extract was now increased to 40 grains 
per diem and maintained at that for three days, when it was 
again lowered to 30 grains per diem, as the choreiform movements 
had much improved. On December 16th the choreiform movements 
again increased, and the patient complained of labour pains. She 
was delivered of a healthy female child, weighing 8 lbs., after being 
in labour seven hours. 

From this time the twitching gradually ceased, the thyroid being 
finally discontinued on January 5th, 1906. The patient was dis- 
charged “quite well” on January 11th, the baby being also in a 
healthy condition and weighing 83 lbs. 


Casetv. A.L., aged 30, a primigravida six months pregnant, was 
admitted under the care of Dr. Donald, October 19th, 1905. Five 
weeks previously she had had a fright, and a week later she had 
commenced twitching. On admission, the patient appeared to be in 
a delicate condition, the muscles of all the limbs and of the face 
were implicated in the choreiform movements, especially during 
voluntary action, and she suffered from insomnia. The temperature 
was normal; the pulse was regular and of good volume; the heart 
sounds were normal. There was no history of previous rheumatism or 
chorea. Like the last patient, she was treated on the supposition that 
her condition was due to a toxemia. She was put on a strict milk 
diet; diaphoretics, diuretics and thyroid extract (30 grains daily) 
were administered, and her bowels well opened with pulv. jalape co. 
Seven days later her condition had improved so much that fish was 
added to her diet: fourteen days later there were no choreiform 
movements at all. 

On December 2nd the fetal heart sounds were heard for the first 
time. She now progressed favourably until December 24th, when she 
was delivered of a 74 months’ living male child. Both mother and 
child did well. On January 11th, 1906, they went home, both being 


in good condition. The thyroid extract had been discontinued on the 
5th. 


CaszE v. E.W., aged 25, a primigravida, four months pregnant, 
was admitted under the care of Dr. Walter, January 16th, 1906, with 
her fourth attack of chorea; her previous attacks having occurred 
when she was 9, 10 and 15 years old. Six weeks before admission 
twitching had commenced in the left arm and leg, extending to the 
muscles of the right side a month later. The muscles of the arms 
and face were chiefly affected, those of the legs only slightly; she 
also bit her tongue and had difficulty in speaking; and had very little 
sleep. The heart sounds were normal; the thyroid showed no ab- 
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normality; the temperature was normal; the pulse regular and full; 
the urine normal in quantity, no albumen, urea 1°3 per cent. 


She was put to bed and kept on milk; the bowels were moved with 
jalap, and extract of thyroid was administered (15 grains per diem); 
two days later the thyroid extract was increased to 30 grains per diem. 
After two days of this treatment the patient seemed a little better and 
was sleeping well; she continued to improve so rapidly, that, after 
seven days, she had practically no twitching. Fish was allowed, 
followed in a short time by ordinary diet. On January 29th her 
pulse rose to 134 per minute and became irregular, the systolic sound 
at the apex at the same time being also impure. The thyroid extract 
was stopped for two days, afterwards only 15 grains were given daily, 
being discontinued finally on March 12th. 


The patient was discharged on March 19th in good health, with 
no twitching of any muscles and with the fetal heart sounds audible. 


She was readmitted on June 8th in labour, having had no re- 
currence of the chorea; unfortunately, the child was stillborn. 


Case vi. A.H., aged 21, a primipara, nine months pregnant, was 
admitted under the care of Dr. Donald, March 16th, 1906. She was 
in labour on admission, being delivered soon afterwards of a living 
female child, which weighed 6lbs. Labour was quite normal, but a 
slight twitching of the muscles was observed soon afterwards. A 
month before admission she had noticed some twitching of her limbs 
which had passed off; otherwise she had had no evidence of previous 
chorea or rheumatism. She was unmarried and was living with a 
negro who had promised to marry her but had failed to do so. Two 
days after delivery she had marked choreiform movements in all her 
limbs and in her face, the legs being least affected, and she had 
delusions, her special one being that someone was coming to extract 
all her teeth. She had not slept since delivery, so chloral and 
potassium bromide were administered, thus giving her 3-4 hours’ 
sleep. The next day the choreiform movements were worse and her 
temperature rose to 99°8°, delusions reappearing towards evening. 
She was now put on milk diet, purgatives, diaphoretics, diuretics and 
thyroid extract (30 grains per diem). As the temperature still con- 
tinued above 99° and the discharge was slightly offensive, the uterus 
was explored, some small pieces of placenta being removed. During 
the next nine days the uterus was washed out five times, the tempera- 
ture during this time being intermittent and the discharge slightly 
offensive. After seven days of this treatment the twitching of the 
muscles had practically disappeared, so her diet was increased, first 
to fish, then to ordinary diet, but the thyroid extract was continued 
until April 18th, the twitching having then ceased for a few days 
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and the temperature not having been raised for eleven days. She 
was discharged on April 21st in good health. 


Case vir. R.McC., aged 19,a primigravida, five months pregnant, 
was admitted under the care of Sir Wm. Sinclair, May 23rd, 1906, 
with chorea affecting the right arm and leg. Three months before 
admission to hospital, being then two months pregnant, she was in- 
formed of the sudden death of a cousin; she immediately commenced 
twitching in the right arm and leg, and continued to do so for the 
subsequent three months; this twitching was not very severe, could be 
voluntarily controlled, and ceased during sleep. The heart sounds 
were normal. She had never had previous attacks of chorea or rheu- 
matism. The patient was put to bed, but kept on ordinary diet for two 
days and no drugs were administered. No improvement having taken 
place in this time, thyroid extract (15 grains per diem) was ad- 
ministered and the bowels were well purged with jalap. This was con- 
tinued for two days without improvement, so the dose of thyroid 
extract was increased to 30 grains daily. Much improvement took 
place in the next twenty-four hours, so this dose was continued until 
the patient left the hospital, on June 5th, with no choreiform move- 
ments and the fetal heart sounds distinctly heard. 

The amount of urine and urea excreted daily was noted and made 


into a chart. For the first four days after administering the extract 
the output of both increased and the patient showed great improve- 
ment in her symptoms, but from this time the output steadily 
decreased although the extract was still given in the same amount. 


Case vir. M.E.A., aged 21, a primigravida, seven months preg- 
nant, was admitted under the care of Dr. Lloyd Roberts, August 183th, 
1906. During the previous six weeks she had suffered from chorea of 
the right arm and leg, the movements being involuntary, incodrdinate 
and increased with voluntary action, the knee jerks were increased, 
there was itching of the skin of the right leg, speech was affected, and 
the patient suffered from insomnia. When a child of 13 years old 
she had had an attack of chorea, and she had had a slight attack of 
rheumatism last year, but not sufficient to make her discontinue her 
work. 

On admission she was put to bed; her bowels were well moved 
with magnes. sulph.; she was kept on strict milk diet, and a simple 
saline mixture was given. Under this treatment she rapidly im- 
proved : in three days she was sleeping well, and in five days all move- 
ments had ceased. She was kept entirely on milk for one week, then 
fish was allowed, and finally ordinary diet. She was discharged cured 
on August 28th to rest in the country, and to come back for her con- 
finement. After all movements had ceased, thyroid extract (30 
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grains per diem) was given for a few days, but no increase of urine or 
urea output took place. 

On October 17th she was readmitted in labour, being delivered 
soon afterwards of a healthy female child. 


Case 1x. M.K., aged 27, a primipara, was admitted under the 
care of Dr. Scott, September 29th, 1906, having been confined four 
days previously. Two months before, when seven months pregnant, 
she had commenced with twitching of right arm and leg; this had 
progressively become worse until the patient was confined; during 
her confinement the movements were very severe. She was admitted 
to St. Mary’s Hospital four days after her confinement as the move- 
ments were not improving. When admitted there were frequent in- 
voluntary incodérdinate movements of the right arm and leg; none on 
left side; speech not affected; sleep difficult. She had been in 
hospital for nine months with chorea nine years ago. She was put to 
bed and kept on a strict milk diet, and purgatives, diuretics and 
diaphoretics were given. After two days she slept well; soon after- 
wards the movements improved, and she was discharged from 
hospital, on October 17th, quite cured. 


Case x. E.H., a primigravida, aged 23, was admitted under the 
care of Dr. Walter, September 28th, 1906, suffering from chorea of 
pregnancy. She was then at the full-term of pregnancy, her history 
being that she had had choreic movements for three months, which 
had become gradually worse until now she had for three days been 
quite unmanageable. There was a doubtful history of fright during 
the first month of pregnancy, but none of previous chorea or rheu- 
matism. When admitted the choreiform movements were very 


violent and affected all the limbs and the face, but especially the left — 


arm. Speech was difficult, and she complained of great insomnia. 
The patient was put to bed and kept on a strict milk diet, the 
bowels were well opened with calomel and simple enemata, and a 
simple saline diaphoretic and diuretic mixture was given. Un- 
fortunately, labour pains came on next morning, before giving time 
for the treatment to have any effect, and she was delivered of a 
healthy living female child. She was extremely rough at the time,: 
so much so that CHCl, had to be administered before a tear in the 
perineum could be sutured. The same treatment was continued with 
good results. After two moderately restless nights she slept well; 
movements gradually quietened down, ceasing altogether in about a 
fortnight. At the moment of writing she was still in hospital, but 
was quite well, and was to be discharged in a few days. During the 
first fortnight subsequent to delivery the patient only had one re- 
lapse, apparently due to her bowels not having been moved for two 
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days; at the same time the urea output fell to 343 grains in the 
24 hours; the next day it rose to 630 grains in the 24 hours. The 
baby was apparently strong when born, but was reported to have 
occasional muscular twitchings; these twitchings were never seen by 
any of the medical officers; but nystagmus was very marked for a day 
or two before death. The child did not thrive; it steadily lost weight 
and died 14 days after birth. 


CasE x1. C.D., aged 33, with two previous pregnancies—one a six 
months’ miscarriage, eight years ago; the other a full-term boy four 
years ago—was admitted under the care of Dr. Scott, September 19th, 
1906, with chorea gravidarum. She was then about seven months 
pregnant, and gave a history of twitching in the left arm having 
existed for five weeks. Eleven days before admission the twitching 
had become much worse, so that her doctor had kept her in bed on a 
milk diet; but as she became much worse—the head and right arm 
being now affected, and insomnia also being very severe,—he had sent 
her into hospital. On admission the patient was a healthy, well- 
developed, very excitable Irishwoman, with choreic movements affect- 
ing both upper extremities and the head; but the movements of the 
right arm could be controlled by voluntary effort, that arm being 
much stronger than the left. 

The patient was kept in bed on a strict milk diet, her bowels were 
well moved, and diaphoretics and diuretics were administered. Under 
this treatment the patient rapidly improved, the movements having 
quite ceased in six days: after this date milk foods were allowed, 
chicken and fish being added seven days later. The patient was, at 
the moment of writing, still in the hospital, on ordinary diet: she 


was strong and well, getting up every day, and the fetal heart sounds 
were audible. 
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The age of these patients, varying from 18 years to 33 years, is 
somewhat greater than that usually given by other authors; but the 
number is too small to draw any definite conclusions from. 

Chorea seems to havea special predilection for primigravide: nine 
patients in this series having been pregnant for the first time, one 
for the second time but she had a slight attack of chorea with her 
first also, the last (Case xi.) was the only one where the patient had 
previously been pregnant without having had any signs of chorea. 
This is what would be expected, as all toxeemias affect primigravide 
much more readily than multipare. Previous chorea and worry or 
shock are the most frequent antecedents: every one of the 11 cases 
having a history of one or the other, four having had previous chorea 
or rheumatism and five giving a history of shock or worry, but a 
striking feature is that not a single case had both antecedents. 

The symptoms of chorea commenced much later in pregnancy in 
this series than Buist found in his larger series. Instead of com- 
mencing in the first three months of pregnancy, in eight the 
symptoms commenced in the last three months, two in the middle 
three months, and only one in the first three months. 

Treatment. The method of treatment advocated by most authors 
is to keep the patient quiet in bed, procure sleep, provide good nourish- 
ing diet, and administer salicylates, zinc, arsenic. Opinions differ as 
to the advisability of arresting the pregnancy: Duckworth, Hellier 
and Williamson write in favour of it; Walls and Andrews against it, 
and, in the discussion following the paper of these last named at the 
Medical Society of London, opinions were divided fairly equally. 
Our first two cases were treated on these lines—the first for a week, 
the second for a fortnight, during which time the patients steadily 
lost ground. 

Several writers consider this condition of chorea gravidarum to be 
primarily due to a toxemia, Taylor’s reasons being—(1) Frequent 
occurrence of endocarditis and its almost universal presence in fatal 
cases ; (2) association of rheumatic fever and other infection diseases ; 
(3) mode of death: this is not explained by muscular exhaustion. As 
additional reasons to these we might add—(a) Our case No. 6 developed 
severe chorea synchronously with sepsis; (b) case No. 10 had a re- 
lapse when the bowels were confined for two days; (c) many showed 
improvement when the urea output was increased. Though they re- 
cognize the causal importance of toxemia none of the writers quoted 
suggests treatment on the lines we have adopted. 

After the first two unsuccessful cases, the remainder were treated 
in the same way as other toxemias of pregnancy, 2.e., hyperemesis, 
eclampsia, etc. The patients were kept quiet in bed; their diet was 
restricted to milk until they showed signs of improvement, when milk 
foods were allowed; fish and chicken being added when the chorei- 
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form movements had practically ceased, and ordinary diet when they 
had been quite free for some days. Elimination was increased by 
acting on the bowels by means of jalap, and on the skin and kidneys by 
a simple saline mixture. Every patient, under this treatment, showed 
signs of improvement in the course of a few days; improvement pro- 
gressing gradually until finally each was discharged from the hospital 
cured. 

Of course, all these cases were not equally severe: the first was 
undoubtedly the worst; but the next was almost equally bad, and 
this patient recovered under the treatment, while the first died at the 
end of a week. 


In no instance had hypnotics to be administered while the patients 
were under eliminative treatment, natural sleep generally occurring 
on the second or third night, although loss of sleep was one of the 
most distressing symptoms of every patient. 


Induction of labour seems to be strongly contraindicated by the 
results of these cases, the two patients in whom labour was induced 
having died and also their children, while the remaining nine com- 
pletely recovered, with good results to the children. 


Thyroid extract was given freely to five patients, with very good 
clinical results; but, unfortunately, we could not obtain definite 
chemical results from four of these patients, as it was impossible to 
collect all the urine. In the fifth patient the urine was measured, 
and the total output of urea estimated daily—one day when the 
patient was without extract and ten during which it was administered. 
For the first five days diuresis and output of urea steadily increased, 
then just as steadily decreased, although the same dose was ad- 
ministered daily, viz., gr. xxx. daily. We also prepared charts from . 
several eclamptic patients treated with thyroid extract, but in no 
instance could we definitely conclude that thyroid had increased 
elimination. For this reason the 8th, 9th, 10th and llth patients 
were treated exactly as the preceding five, except that no extract was 
administered. These patients without recovered quite as rapidly as 
the others with thyroid extract; so it would appear that the extract 
does not play a very important part in the treatment. 

Results. The first two patients who were treated on traditional 
lines and in whom labour was induced died; the remaining nine, 
subjected to the new treatment, recovered. Of course several of the 
latter were only minor cases and No. 1 was a case of chorea in its 
severest form, but No. 6 was also very severe and accompanied by 
delusions. 

The results to the children of the new treatment were equally 
good. Of the children of the first two cases, treated by arresting the 
pregnancy, one lived two days and the other was stillborn. Of the 
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children of the nine cases treated by elimination, one (No.5) was still- 
born owing to an accident at birth, the foetal heart being audible a 
short time before delivery; five were healthy when born, and in the 
remaining three cases the patients recovered antepartum and so were 
discharged from hospital, the foetal heart being audible in each in- 
stance. This shows an extremely good result for the children with 
this treatment, especially if we eliminate case No. 5, where the death 
of the child was purely accidental and not in any way connected with 
the chorea. 


Chorea is a general disease characterized by irregular involuntary 
movement of different parts of the body, movements which increase 
during voluntary movement, but cease during sleep. It is predis- 
posed to by an unstable nervous system, caused by rheumatism or other 
toxins, and the onset of the attacks is determined by emotion, worry 
and other factors less easily recognized. 


A striking feature of chorea is its occurrence in childhood and in 
pregnancy, apart from which two conditions it is seldom seen. 

In childhood the nervous system is in the unstable irritable con- 
dition of all young organisms, the higher controlling centres not 
being developed until later, which accounts for convulsions, epilepsy 
and allied conditions being so common at this time of life. If, as the 
child grows older, it is the subject of hereditary instability, ill-health, 
disease or privation, its nervous system retains its infantile type, 
owing to the slow development of its higher controlling centres, and 
the child is especially prone to chorea: the causal factor of these 
attacks is often fright, which in a healthy child would leave no per- 
manent effect. 


How does pregnancy come to be the only other condition in which 
chorea occurs? The most probable explanation is that the toxemia 
of pregnancy lowers the controlling power of the higher centres, 
causing a heightened irritability of the whole nervous system and, 
for practical purposes, putting it back into the state of childhood. 
This heightened irritability of the nervous system during pregnancy 
manifests itself in most women by bad temper, neuralgia, pruritis, 
amblyopia, peripheral neuritis, etc., and it is quite easy to understand 
that a fright, shock, or other exciting cause which in ordinary health 
would have no effect, may now cause serious nervous affections such 
as chorea. Many of these patients with chorea in pregnancy have 
had it in childhood, so in these cases the toxemia of pregnancy re- 
produces the conditions present in childhood. But if this occurs in 
some patients, why not in all? Probably those who have it first in 
pregnancy escaped during childhood owing to the health at that age 
being impaired, or if the complaint is due to a micro-organism owing 
to their having been infected at a later date. 
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If this hypothesis is correct the treatment must be :— 


(1) To remove the predisposing cause. 
(2) To remove the determining cause. 
(3) To treat symptoms if necessary. 


If the toxemia of pregnancy is primarily responsible for this con- 
dition, the treatment which suggests itself is naturally arrest of the 
pregnancy. This, however, is not necessary, as we can remove the 
toxins, without interrupting pregnancy, by means of dieting, 
diaphoretics, diuretics and purgatives, in just the same way as 
in hyperemesis or any other toxemia of pregnancy. 


Conclusions. 


(1) The chorea of pregnancy, like other choreas, is due to a toxin 
which appears to be identical with or closely to resemble that of acute 
rheumatism. 


(2) It affects human subjects under two circumstances, both of 
these being characterized by instability or irritability of the nervous 
system, namely childhood and pregnancy. 


(3) The cause of the instability or irritability of the nervous 
system in pregnancy, bringing it down to the level of childhood, is 
the toxemia of pregnancy. 

(4) In the chorea of pregnancy, therefore, it is more important to 
remove the predisposing cause than to apply merely symptomatic 
treatment. 


(5) The treatment must be eliminative as in the other toxemias of 
pregnancy. 


(6) The pregnancy should not be arrested as a rule, as this is - 


generally unnecessary and harmful to the patient as well as to the 
child. 
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On the Occasional Occurrence of a Peculiarly Offensive 
Condition of the Liquor Amnii, 


By Montacu Hanprie.p-Jones, M.D. 


VaRIATIONS in the amount and character of the liquor amnii are well 
known to every practitioner, and every text-book of Obstetrics dwells 
with more or less fulness on these alterations. There is, however, one 
condition of this fluid which has been seldom noted, and few authors 
describe those cases in which the liquor amnii is not only brownish 
in colour and muddy in its consistence, but has an odour which 
exactly resembles that of the contents of the rectum; indeed, the 
fluid may fairly be compared to an ordinary typhoid stool. Of 
course meconium is occasionally expelled into the amniotic sac, and 
defiles the clear liquor amnii, making this somewhat muddy and of 
an olive brown tint, but the fluid does not under such circumstances 
exhibit the brownish flocculent particles, nor is the odour very per- 
ceptible or in any degree comparable with the horrible stench noted 
in these cases. This condition of the amniotic fluid clearly occurs 
but rarely, for in looking over the notes of 3,300 cases at the British 
Lying-in Hospital, Endell Street, London, I have found only the five 
instances which will shortly be narrated. 

Some interesting points for study will arise, but it will be best to 
give the notes of the cases first, and then discuss these points. 


Margaret McWilliam, aged 36, a primigravida, was admitted to 
the British Lying-in Hospital, London, September 28th, 1904. The 
last monthly period had ceased on December 10th, 1903. 


Condition on admission. On abdominal palpation the head is 
found movable above the brim, but can be pushed into it. The mem- 
branes are ruptured, but there are no pains. The “os” just admits 
the tip of the finger. The vertex is felt with difficulty. 


September 29th, 3p.m. The pains have commenced, but there is 
only one every half-hour. The liquor amnii is draining away slowly 
and the fluid is clear and sweet. 10 p.m. Patient is now having 
pains every five minutes, but the os-is only the size of a shilling and 
is rather rigid. 


September 30th. Pains are very strong and come every ten 
minutes, but the os is only the size of a florin. The lower uterine 
segment is thinning out very slowly, and the vertex does not come 
well down on to it. 


20 
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At 6 p.m. Dr. Robinson saw the patient and examined her. The 
os was about two-thirds dilated, and the uterine contractions were 
occurring about every three minutes, but the vertex was still above 
the brim. The liquor amnii, which was draining away, was greenish 
in colour, but not offensive. 

October Ist, 9a.m. The dilatation of the os remains about the 
same, and the fetal heart sounds are good and strong—136 per 
minute. The liquor amnii, which is escaping, is now muddy and 
offensive. 

October 2nd. Temperature normal —pulse 110. A large caput 
succedaneum is coming through the brim, but the os is not yet fully 
dilated. The forceps was applied about 10 a.m., and after long trac- 
tion, a still-born female child was delivered with difficulty. There 
was much difficulty in extracting the shoulders. When the blades 
of the forceps were applied some horribly offensive amniotic fluid 
escaped from the uterine cavity, so offensive was it that the operator 
found it desirable to wear india-rubber gloves. 

The child weighed 8 lbs. 100zs. Presentation, 2nd vertex. The 
placenta weighed 2 lbs. and looked anemic and fatty. The mem- 
branes were markedly fatty. 

October 3rd. Patient doing well. Lochia rather profuse, but not 
foetid. 

The patient made a satisfactory convalescence, and was discharged 
on October 20th. 


Annie Eagle, aged 39, a primigravida, was admitted to the British 
Lying-in Hospital, August 16th, 1905. The last period had ceased 
November 28th, 1904. 

Condition on admission. External os dilated to size of sixpence, 
internal os closed, membranes unruptured, no pains. 

August 17th, lla.m. Os commencing to dilate. Vertex (L.0.A.) 
presenting; slight pains. 6p.m. Pains stronger. Membranes 
ruptured naturally. 

August 18th, 5 p.m. Os uteri fully dilated. Liquor amnii coming 
away in the form of a thick yellowish-brown discharge. The fluid 
resembles pea-soup in colour and consistence, and is so horribly offen- 
sive that rubber gloves have to be used by those in attendance. No 
foetal heart sounds can be heard. 

August 19th. Dr. Fairbairn applied the forceps, and a still-born 
child was delivered, at 5p.m., weighing 6lbs. 2o0zs.; sex, male. 
Placenta expelled in ten minutes. Weight 13lbs. General appear- 
ance healthy. 

August 20th. Patient passed a good night. Fundus uteri two 
finger-breadths above umbilicus. Lochia profuse and offensive. 

August 23rd. Progress good, but lochia still offensive. 

August 25th. Uterus involuting well. Lochia less offensive. 
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September 2nd. Patient discharged well. 
In this case the first stage of labour was estimated to have lasted 
two days, and the second stage of labour twenty-four hours. 


Florence J. Tuck, aged 33, was admitted to the British Lying-in 
Hospital on December 30th, 1905, at 6 p.m. She had had one child 
and no miscarriages. Her last period had ceased March Ist, 1905. 

Condition on admission. On abdominal palpation the abdomen 
is noted to be very distended and pendulous; the uterus feels tense, 
but there are no marked contractions. The vertex is movable above 
the brim, and cannot be pushed into it. The child’s back lies to the 
mother’s left front, the foetal heart sounds are 128 per minute, and 
are best heard midway between the umbilicus and the left iliac spine. 

Vaginal examination shows that the os uteri is dilated to the size 
of a five-shilling piece. The membranes are bulging well into the 
vagina, but nothing can be felt in the pelvic brim. 

An abdominal binder was firmly applied, and the patient allowed 
to walk about till the second stage of labour was reached. After the 
membranes had ruptured naturally with the escape of some clear 
liquor amnii the uterine contractions became powerful and almost 
continuous. No advance was made for 4} hours, only the caput 
succedaneum bulging through the brim. The liquor amnii, which 
was of a thick muddy colour, and very offensive, began to escape at 
this stage of the labour. 

December 31st. At 12-5 a.m., the head being still above the brim, 
chloroform was administered, and the axis traction forceps applied. 
When the first blade of the instrument was passed up by the side of 
the head, a rush of most offensive liquor amnii, smelling exactly like 
fecal matter and appearing like an ordinary liquid stool, poured 
from the uterine cavity. Traction was made for forty minutes, and . 
then the head passed through the brim. 

The child, which was a male, was living, and weighed 9 lbs. 6 ozs. 
A large caput succedaneum had formed on the right parietal bone. 

The first stage of labour had lasted about 17 hours, and the second 
stage occupied about six hours and a half. The third stage was 
normal. There was nothing unusual in the course of the puerperium, 
and mother and infant were discharged on January 15th in a satis- 
factory condition. The lochial discharge throughout was normal in 
amount and character. 

As soon as the child was delivered, about a pint of brownish- 


yellow liquor amnii with a strong fecal odour poured from the 
uterine cavity. 


Mrs. Freeman, aged 34, a primigravida, was admitted to the 
British Lying-in Hospital on May 11th, 1906. She was found to be 
in the first stage of labour, and the os uteri did not admit the tip of 
the examining finger. The vertex was lying very low down in the 
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pelvic cavity. The membranes were said to have ruptured on the 
preceding day, and a slight amount of clear fluid resembling liquor 
amnii had been trickling away since. This fluid was clear and 
odourless. The patient was having slight uterine contractions at 
regular intervals. The abdomen was pendulous, the child’s back was 
lying posteriorly and to the left. The foetal heart sounds were 124 
per minute. 

May 13th. Uterine contractions are still going on, but they are 
not so severe as to prevent patient sleeping or taking her food. The 
os uteri has slowly dilated, and is now about the size of a sixpence. 
The edges are thin and feel tough. The child’s head is pressing down 
on the rim of the os. 

May 14th. Patient’s condition very little changed, os uteri no 
larger, but uterine contractions extremely painful. Douches of hot 
sterilized water were ordered to be given every four hours. 

May 15th. Patient’s condition satisfactory, os uteri size of a 
shilling, foetal heart sounds well heard. 

May 16th. The os uteri has reached the size of a half-crown. 
The edges are much thickened, the occiput is felt lying posteriorly. 
The pulse and temperature are normal, and the patient’s general con- 
dition is good. Some clear liquor amnii is still trickling away. 

May 17th. The os uteri has now dilated to the size of a five- 
shilling piece. The edges of the os feel tough and fibrous, and there 
is not the slightest dilatation when uterine contractions occur. The 
liquor amnii, which is escaping, has become thick and yellowish- 
brown in appearance; it is horribly foetid and smells like fecal 
matter. 

At 6 p.m. an anesthetic was administered, and the os uteri having 
been somewhat dilated by manual pressure, the forceps was applied. 
As soon as the first blade was inserted, a rush of foul and stinking 
liquor amnii poured out from the uterus. This fluid was so extremely 
offensive that it gave one the idea that it must have come from the 
bowel rather than from the uterine cavity. Delivery was effected 
without much difficulty, and though the child was born in a state of 
blue asphyxia he was soon restored and cried lustily. The third 
stage was quite normal, and a careful examination of the genital 
canal showed that no lacerations had occurred. 

June 2nd. Mother and child discharged in perfect health. 


Lizzie Saunders, aged 31, was admitted to the British Lying-in 
Hospital on November 15th, 1906, at 5p.m. She was sent in by Dr. 
Monk, of Surbiton, who sent the following report : 

“No living children, but two miscarriages at 44 months. Labour 
commenced on November 13th, 1906 at 11-30 p.m. The cervix was 
found to be thick and hypertrophied, and the child presented by the 
vertex. Next day the membranes ruptured, and the liquor amnii 
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began to drain away. Pains occurred every fifteen minutes, but no 
apparent progress was made.” 

On November 15th the condition was little changed, but as there 
seemed to be some obstruction at the brim, the patient was sent into 
Hospital. 

November 15th, 5 p.m. Patient admitted to the Hospital. Liquor 
amnii coming away thick and muddy, and so fetid that hot douches 
of lysol were given every two hours. The os was dilated to the size 
of a five-shilling piece. The patient’s pulse was good and her con- 
dition caused no anxiety. 

November 16th, 6-45 a.m. Chloroform was administered, and the 
axis traction forceps was applied. Delivery was effected at 7-30 a.m. 

Before this was effected some of the liquor amnii, which was 
draining away freely, was carefully collected, and a specimen was 
taken for analysis. The report of this is given below. 

The child was born in a state of asphyxia, and the head gave 
evidence of having undergone considerable moulding. With the 
help of artificial respiration, hot baths, etc., the child revived, but 
it only lived fifteen hours, and never cried satisfactorily. 

The third stage was normal, and the lochial discharge, though 
profuse, was only slightly offensive. 

November 20th. The uterus undergoing good involution. Lochial 
discharge still slightly offensive. 


November 29th. Patient discharged in a satisfactory state of 
health. 


Bacteriological Examination of Liquor Amnii. 

“This brownish stinking fluid contains pus, blood, crystals of 
cholesterin, and some small columnar epithelium, bile-stained. 

“The bacteria present are very numerous, mainly coliform 
bacilli and staphylococci, and it is noticeable that the leucocytes are 
actively ‘phagocyting’ the latter. It is difficult to believe that this 
could be amniotic fluid.” 

In the five cases just recorded, there was one prominent symptom, 
namely, the horribly offensive condition of the liquor amnii, and the 
first point of interest is the cause of this change. The extremely 
fecal nature of the odour was strongly suggestive that infection from 
the neighbouring bowel had in some way occurred, and the bacterio- 
legical examination of the last case, when the fluid was most care- 
fully collected as it escaped from the uterine cavity, and no external 
source of contamination was possible, rendered it highly probable 
that the bacillus coli communis was the determining factor in pro- 
ducing the change. How this bacillus came to be present in such 
large numbers is a point for consideration. It may of course have 
been derived from the neighbourhood of the anus of the mother and 
passed up the vaginal canal into the amniotic sac. It has been stated 
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that it may pass directly through the uterine wall, from the neigh- 
bouring intestine, or again that it may travel down the Fallopian 
tube, and so gain access to the uterine cavity. 

In the Journal of Obstetrics and Gynecology for January, 1907 
(pp. 67-8), Dr. Cuthbert Lockyer has given a résumé of a paper by 
Hellendahl (Tiibingen) Zentr. fiir Gyndkol., 1906, No. 43). This 
author “has proved experimentally that bacteria can penetrate the 
intact amnion and infect the amniotic fluid. The germs multiply 
between the wall of the uterus and foetal membranes, and spread out- 
wards and also through the membranes into the amniotic cavity. 

“Infection of the latter can take place vid the Fallopian tubes 
from the peritoneum. This occurs by continuity of tissue and pene- 
tration of the membranes and not by the vascular system. 

“ Infection of the amniotic sac from the uterine vessels plays only 
a very subordinate réle; on the other hand [the occurrence of] infec- 
tion of the amniotic fluid from the placenta is a well-established 
Ws Geis 

“Infection of the amniotic fluid is of importance from the maternal 
aspect, especially in cases of premature rupture of the membranes; 
it is marked by intrapartum fever. Descending infection plays a 
far more prominent part than ascending infection in the causation 
of intrapartum fever. 

“Intrapartum fever may occur even before the membranes are 
ruptured. The author’s experiments prove that bacterial infection 
of the amniotic cavity occurs with intact membranes. In such cases 
the degree of fever during birth has no prognostic value as regards 
the course of the puerperium. 

“The puerperal prognosis is not rendered grave by foul-smelling 
amniotic fluid. The latter is rathera favourable sign than otherwise.” 

Another point of great interest in connection with these cases is 
the period of the pregnancy or labour at which infection of the 
liquor amnii occurred. In several of the cases recorded, clear liquor 
amnii seems to have escaped for many hours before the fetid dis- 
charge began, but in one of the cases the amniotic fluid seems to have 
been muddy and offensive from the time when the membranes 
ruptured. Of course it is possible that the clear fluid which escaped 
and was called liquor amnii, may have been really only the fluid 
which is pent up at times between the chorion and the amnion. If 
infection of the amniotic fluid with the coliform bacilli took place 
after rupture of the membranes, then the morbid changes in the pent 
up liquor amnii must have occurred with extraordinary rapidity. It 
will be noted that in most of these cases there was a long first stage 
extending in one instance over two or three days, still, it is difficult 
to believe that if the contents of the amniotic sac were normal at the 
onset of the first stage, the fluid could have become so horribly foul, 
muddy, and grumous during the progress of the labour. 
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The subject of these infections before delivery must be of intense 
interest to every practitioner, for it raises the question whether 
sapremia and septicemia, manifesting themselves during the puer- 
perium, are always due to failure of antiseptic precautions or faulty 
management on the part of the medical attendant. It has been 
stated that the upper part of the vagina is practically sterile during 
the period preceding labour, but there is need for further investiga- 
tion in this direction, and it is possible that a more extensive in- 
vestigation might lead us to reconsider our opinions in this matter. 
It will be noted in the history of these cases that the lochial discharge 
was not constantly foul during the puerperium, and this observation 
would lead us to think that the bacilli in most instances had not 
penetrated deeply into the decidual layer and that the infection was 
only superficial. In one case certainly the lochial discharge was 
extremely offensive for some days after delivery, and douches of 
perchloride of mercury had to be given for about a week before the 
discharge had regained its normal condition. In all the cases the 
process of involution seems to have gone on satisfactorily, and the 
uterus to have shrunk down to its normal size without any marked 
delay. This fact and the absence of all tenderness on pressure over 
the uterus would confirm the opinion already stated that there was 
no deep infection of the uterine muscle. 
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A Contribution to the Technique of Operations on the 
Uterine Appendages.* 


By Henry Jewett, M.D., F.R.C.P.I1., 
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I DEsIRE to bring before the Academy a short paper dealing with the 
technique of operations on the appendages, and with the results of 
some thirty cases on which I have operated in Dr. Steevens’ Hospital. 
I do so principally because it is a subject to which this Section 
has not devoted much attention of recent years, and so I venture to 
think it may be of interest to discuss it now, and also because I am 
anxious to obtain the opinions of the Section on certain methods 
of procedure which I am in the habit of adopting and on certain 
principles which I think should govern operative measures in these 
cases. Further I desire to combat a belief, which was prevalent some 
years ago if it is not so still, that operations for suppurative con- 
ditions of the appendages are unsatisfactory in their after-results 
unless the removal of the appendages is associated with the removal 
of the uterus also. 

I had better commence my remarks by stating exactly to what 
operative procedures I intend to refer. I intend to refer to those 
operations known as salpingectomy, odphorectomy, and salpingo- 
odphorectomy, and also to plastic operations on the ovaries and tubes. 
I thus exclude all reference to what is usually termed “ovariotomy,” 



































that is to say the removal of the ovary for new growths. 

So far as possible I will endeavour to avoid giving you a résumé 
of the opinions and practices of others, and confine myself to my own 
opinions and practices. I shall thus be at once more brief and more 
open to direct criticism. 

I need not spend time in describing the various lesions which 
are present in inflammatory diseases of the uterine appendages. It is 
sufficient to say that they vary from such conditions as slightly 
thickened tubes or soft retro-uterine adhesions through every degree 
of severity up to the very severe cases in which both tubes and ovaries 
are converted into mere abscess sacs, in which the uterine tissue is 
also markedly affected, and in which the presence of aggravated in- 


*Read before the Obstetrical Section of the Royal Academy of Medicine in Ireland, 
February lst, 1907. 
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testinal adhesions unite to convert the pelvic contents into an un- 
recognizable mass of inflamed and inflammatory tissue and pus. 

The first practical point in the technique of operation is the choice 
of the route. There isno use in repeating the often-asked question :— 
“Ts the abdominal or the vaginal route the better?” because it is 
one which cannot be answered in a positive manner. Neither opera- 
tion can be adopted as a routine to the exclusion of the other. I have 
not the smallest doubt in my own mind, as my mind is at present, 
that the abdominal route is the more satisfactory in all cases so far as 
exact surgery is concerned, and so far as the after-results are con- 
cerned—if there is no acute infection present. If, on the other hand, 
such infection is present, and is in a form which necessitates im- 
mediate operation, then the vaginal route is indicated. As the opera- 
tive treatment of these latter cases is usually limited to drainage of 
pus collections, I will not discuss them, and will confine myself to the 
very much larger number of cases in which we have no reason to 
believe that there is an acute pyogenic infection present. In such 
cases I unhesitatingly recommend the abdominal route. The tech- 
nique of abdominal coeliotomy has been so greatly improved, and in 
consequence the risk of operation has been so greatly diminished, that 
we are justified in undertaking these operations to an extent which 
was by no means justifiable in the past. Moreover, by the abdominal 
route we can, in the large majority of cases, remove the diseased 
tissues in an exact and surgically correct manner, and, what is equally 
important, we can spare organs or parts of organs that are necessary 
to the future welfare of the woman. It is no doubt often very 
tempting to tell a nervous patient that her condition can be cured 
without the necessity of making an external incision, but is this so? 
Can we deal with diseased conditions as satisfactorily, can we spare * 
and restore tissues as completely when operating through the vagina 
as through the abdomen? I do not think that we can, or that we 
can deal with intestinal adhesions at all. The mere wholesale re- 
moval of inflamed appendages is a very small part, and indeed a very 
unsatisfactory part of these operations. 


It may be said that I am begging the question by speaking of 
cases “in which we believe that there is no acute pyogenic infection 
present,” inasmuch as it is impossible to recognize such cases with 
certainty. I admit at once that this is so, but I fear that if we adopt 
the view, correct as it may be, that all cases are possibly cases of 
acute infection, we must at the same time either decide to perform a 
second operation on every patient or give up the idea of permanently 
curing her. The vaginal operation will, in many cases, save the life 
of a patient suffering from acute infection, but it will seldom restore 
her to complete health, or restore to her genital organs their normal 
functions unless it is followed by an abdominal operation. I there- 
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fore think that we are justified in operating by the abdominal route 
in all cases of inflammatory adnexal disease in which we have no 
reason from the symptoms or history of the patient to fear the pre- 
sence of acute pyogenic infection. I think that the statistics which 
I will bring before you of my own operations support the view. Out 
of thirty-two patients, one died as a direct result of the transmission of 
sepsis from the pelvis to the general peritoneal cavity, and in this 
case I deliberately operated by the abdominal route on account of the 
patient’s symptoms, and in spite of the fact that I had reason to 
suspect the existence of an active infection. 

Having decided upon the abdominal route the first step is to 
expose the pelvic contents as fully as possible. The incision must be 
of sufficient length. The practice of cramping our procedures for 
the sake of saving an inch or so is unwise because it lengthens the 
operation and entails working in the dark. As soon as the peritoneal 
cavity is opened, the patient may be placed in Trendelenburg’s 
position. It is inadvisable to place her in this position at an earlier 
stage, because it tends to make the peritoneum fall away from the 
deep fascia and to lie at a greater depth in the wound than is con- 
venient. This is particularly the case in patients with well-developed 
abdominal muscles. 

The intestines are next pushed upwards, and the presence or 
absence of adhesions ascertained. I need not spend time in discussing 
the management of the latter, save to say that whenever possible the 
complete separation of all intestinal adhesions should precede any 
attempts to deal with the appendages themselves. This done, and the 
intestines shut off from the pelvis by sponges, any adhesions between 
the uterus and the bladder are separated, and the anterior face of the 
uterus and broad ligaments thus exposed as completely as possible. 
This procedure, as well as all the subsequent steps of the operation, is 
greatly facilitated by catching the fundus with a bullet forceps and 
drawing it upwards. A firm hold should be taken to prevent the 
forceps from tearing out, and the latter should be applied at the spot 
at which the suspension sutures will be subsequently passed through 
the uterus. 

We now are in a position to deal with the appendages themselves. 
The first step is the separation of adhesions between the appendages 
and the rectum, the appendages and the uterus, and the appendages 
and uterus and the remaining peritoneum. I am afraid that I can- 
not offer any suggestions of value as to the method of doing this. 
When possible work as much by vision as by touch. When this is 
impossible follow the line of least resistance, unless it is obviously 
leading into a pus sac. Keep round the sides of the pelvis at first, 
and thence work towards the distal end of the tube. Cut firm adhe- 
sions with the scissors, so as to avoid, if possible, rupture of the wall of 
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an abscess sac. Remember that the object in view is to separate the 
appendages from everything save their normal attachments, in such 
a manner that it may be possible to draw the appendages into or out- 
side the abdominal incision. There are cases in which this separa- 
tion is impossible, but I believe that they are few in number. In 
such cases it may be necessary to commence work not by separating 
the adhesions, but by removing the uterus, either by first opening 
the anterior vaginal fornix or by splitting the uterus mesially 
from above downwards. I dislike removing the uterus in these cases 
if it is at all possible to avoid so doing, save in the presence of 
advanced tuberculous infection, and therefore I never adopt these 
procedures if it is possible to avoid them. 

If the appendages can be satisfactorily separated, the next step of 
the operation consists in carefully examining them to see if there 
are any parts which can be allowed to remain. Nothing, I believe, 
has contributed to the discredit, which has sometimes attached itself 
to these operations, so much as wholesale removal of both sets of 
appendages, and, so far as I am at liberty to speak from my own small 
experience, complete removal is as a rule unnecessary. Perhaps I 
may make myself clearer if I say what in my opinion must and what 
need not be removed. A tuberculous appendage or uterus must be 
removed completely. A pyosalpinx must be removed completely, 
and so must an ovarian abscess or tubo-ovarian abscess. A much- 
thickened tube which contains pus, and whose lumen is obliterated 
elsewhere than at the fimbriated extremity, should be removed, and so 
should any tube of which the lumen is similarly obliterated. A 
slightly thickened or edematous tube in which the lumen is pervious, 
or obliterated only at the fimbriated extremity, and which contains 
only a little or no pus, need not be removed unless the history of the ~ 
case suggests any possibility of recent infection. A large edematous 
ovary, an ovary containing blood cysts, or cystic follicles need not be 
removed. These are the organs that often fall unnecessary victims 
because they are associated with a pyosalpinx or other serious tubal 
lesion. If the pressure to which they have been subjected is relieved, 
they will return to a more normal condition, and will save the patient 
from a premature menopause. 

It is thus obvious that the procedures which we can adopt in these 
cases vary from the mere separation of adhesions and perhaps some 
plastic operations in simple cases, to complete bi-lateral salpingo- 
odphorectomy with or without an accompanying hysterectomy. 

On the subject of plastic operations I should like to say a few 
words. In suitable cases such procedures are most satisfactory, and 
occasionally have resulted in future pregnancies. In performing 
salpingostomy, z.e., the restoration of the tubal abdominal ostium, I 
usually make an opening into the lumen of the tube about an inch 
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from its end, and then, introducing the point of the knife through this 
opening, I split the last inch of the tubal wall. The mucous lining 
of the tube is then brought into contact with its peritoneal covering 
by means of a few catgut sutures, and a large ostium is thus left 
(v. Fig. 1). If this is done, I do not think it is necessary to suture 
the ostium to the ovary, as such a procedure lessens the chance of an 
ovum finding its way into the tube. In the case of edematous or 
cystic ovaries I split the ovary in the usual manner and tear away the 
cyst walls. The incision is then closed with catgut. In this con- 
nection it is worth calling attention to the tendency of such ovaries 
to bleed after they have been returned to the pelvis, though so long 
as they were held up there was no bleeding. It is always well to 
examine them carefully a second time, after they have been replaced, 
to see if there is any oozing, and, if so, to insert the necessary addi- 
tional sutures. 

Salpingectomy is an extremely simple proceeding, and the only 
precaution necessary is to avoid the escape of any infective material 
from the uterine end of the tube during division. If the interstitial 
portion of the tube is thickened or contains pus, it is well to dissect 
it out of the uterus. Otherwise, I do not place any ligature on the 
tube itself, and merely tie the vessels beneath it. By so doing the 
lumen of the tube is preserved, and possibly an ovum may at some 
future time find its way through it. 

I think that the simplest way in which to perform salpingectomy 
is to apply a long and slender clamp to the broad ligament half an 
inch or so below the tube, and then, catching the tube in a clip 
forceps, to cut across the broad ligament above the clamp right up to 
the uterus (v. Fig. 2). If the stump of the tube is to be left, a suture 
may be then inserted just below the tubal insertion into the uterus, 
and in such a manner as to include the terminal branch of the artery 
just where it is leaving the uterus and entering the tube. This suture 
does not include the tube (v. Fig. 4, B). The uterus is then drawn well 
up into the abdominal incision by means of an American forceps which 
has previously been applied to the fundus, and the tube is isolated by 
packing a spongeround it and cutting across. The lumen can then be 
disinfected by passing into it a probe dipped in pure carbolic acid. 
This done, the long clamp is removed from the broad ligament, and 
any vessels are caught in clips and tied separately by catgut sutures 
passed so as to include with them a piece of the broad ligament 
(v. Fig. 3). By this means puckering or contraction of the broad 
ligament is avoided. Lastly, if the broad ligament is thick, the cut 
peritoneal edges are brought together with a catgut suture. 

If the uterine end of the tube is infected, it is well to extirpate it 
completely, by dissecting it out of the uterus. The resultant cavity 
in the uterine wall is then closed with catgut sutures (v. Fig. 4, A). 








Fig. 1. The method recommended of performing salpingostomy. 
The needle is shown in the act of suturing together the tubal 
mucous membrane and the peritoneum. U, uterus. O, ovary. 





Fig.2. The method recommended of performing salpingectomy. 
First stage. The clamps have been applied and the tube has 
been separated from the broad ligament. 























Fig.3. The method recommended of performing salpingectomy. 
Second stage. The long clamp at the top of the broad ligament 
has been replaced by clips on the vessels, and the latter are 
being tied. The uterine end. The stump of the tube is in 
process of being completely removed. 





Fig.4, The method recommended of performing salpingectomy. 
A, the final stage. The vessels in the broad ligament have been 
tied, and the cavity in uterus has been closed by sutures. 
B, the method adopted of tying the tubal branch of the uterine 
artery in cases where the stump of the uterus is left. U, uterus. 


T, tube. 





























Fig.5. The method recommended of performing oéphorectomy. 
The outer end of the attachment of the ovary to the uterus and 
the ovarian ligament are caught in clips. The ovary is then 
removed and the clips replaced by ligatures. U, uterus. 
O, ovary. T, tube. OL, ovarian ligament. 





Fig. 6. The method recommended of performing salpingo- 
odphorectomy. The broad and ovarian ligaments have been 
clamped, and the ovary and tube separated save at the uterine 
end of the latter. OL, ovarian ligament. O, ovary. 
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It is a very simple procedure, and effectually prevents the subsequent 
formation of adhesions between the tubal stump and any part of the 
peritoneum. 

Simple oéphorectomy is performed in a somewhat similar manner. 
The ovary is caught in a forceps and drawn upwards. Thin clamps are 
applied to the ovarian ligaments and to the vessels which pass to the 
ovary through the infundibulo-pelvic ligament (v. Fig. 5). The 
ovarian ligament is divided and the ovary is then removed from the 
back of the broad ligament. The ovarian ligament and any bleeding 
vessels in the broad ligament are tied separately. Salpingo- 
odphorectomy is only a combination of the two procedures, the 
essential features being first to remove the appendages and then to 
apply the ligatures, tying each bleeding point separately and avoiding 
anything like ligature en masse (v. Fig. 6). 

The final step of the operation, so far as the pelvic organs are con- 
cerned, is the performance of ventro-suspension of the uterus. This 
procedure I always perform as a routine measure in these cases, and I 
regard it as essential to the future well-being of the patient. If the 
fundus is left free with probably some of its ligaments gone, and with 
certainly their functions impaired, it will fall back and become ad- 
herent. If this happens, it is no wonder that the patient’s symptoms 
persist, and that the operator is driven to the conclusion that he 
should have removed the uterus also. 

I may say here that for the past three years I have not washed 
out the peritoneal cavity after operations on the appendages, neither 
have I drained a case through the abdominal wall. In the very few 
cases in which drainage was considered necessary I drained through 
Douglas’s pouch into the vagina by means of iodoform gauze. As I 
have mentioned, one patient died within thirty-six hours of the opera- 
tion from acute sepsis due to Staphylococcus Aureus, apparently 
derived from septic tubes. In this case I had drained Douglas’s 
pouch into the vagina. I do not think that, in the presence of so 
virulent an infection as this proved, washing out of the abdomen 
would have altered the result. 

There are certain principles which I think apply to all operations 
on the uterine appendages, and to which I venture to draw your 
attention :— 

(1) Never tie the broad ligament with interlocking sutures or 
with a so-called Staffordshire knot. The objections to each of these 
methods are obvious. In the first place such methods pull the top of 
the ligament together and so shorten it, and the contracted ligament 
in turn tends to drag the uterus backwards. Secondly, they necessi- 
tate the use of silk, the objection to which I shall mention in a 
moment, as it is difficult or impossible to include so great a mass 
satisfactorily or sufficiently tightly in a catgut ligature. Thirdly, 
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SHOWING THE NATURE OF THE OPERATION AND THE RESULTS 
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IN THIRTY-TWO CASES OF OPERATIONS ON THE APPENDAGES. 
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there is always a risk of the slipping of ligatures so applied, unless a 
considerable amount of tissue is left beyond them, and, as this tissue 
is deprived of blood and is probably bacteria-laden, it may sub- 
sequently slough and give rise to the formation of adhesions or even 
to general infection. 

(2) Never use silk in the presence of inflammation unless it is 
impossible to avoid doing so. Silk remains permanently, and if 
infection is present tends to become a permanent depositary of in- 
fection, whilst catgut is absorbed. 

(3) Never remove more than is necessary, and do not tie the stump 
of the tube if one is left. The complete removal of the uterine ap- 
pendages on both sides is sometimes necessary, but more often is un- 
necessary. The retention of even a portion of the ovary adds very 
greatly to the future comfort of the patient, and if to this is added 
even the stump of a patent Fallopian tube, there is present, at any 
rate the possibility of a future pregnancy instead of the certainty of 
sterility. 

(4) Always conclude the operation by performing ventro- 
suspension of the uterus. The reason of this is obvious. If the 
pelvis prior to operation has contained inflammatory masses, when 
these are removed the uterus is almost certain to fall back, and, as its 
peritoneum is probably roughened, it will contract fresh adhesions 
and remain permanently fixed. Personally, I think that the per- 
sistance of pain which is said so often to follow operations on in- 
flamed uterine appendages is frequently due to neglect of this 
precaution. 

This table may be summarized as follows :—Thirty-two cases in 
all were operated upon. In ten of these the extent of the lesion was 
“ slight,” that is to say the inflammatory trouble present was con- 
fined to the tubes and ovaries, and there was little involvement of 
the pelvic peritoneum. In eighteen cases the extent of the lesion 
was “ considerable,” that is to say the inflammation had spread out- 
side the tubes and ovaries and had resulted in the formation of dense 
adhesions. In four cases the extent of the lesion was “very con- 
siderable,” that is either owing to the presence of unusually firm and 
extensive adhesions, or to involvement of the uterus, or to the pre- 
sence of some complication such as myomata. Two patients, Nos. 
20 and 26, died. In one case of extensive tuberculosis, No. 3, the 
immediate result was most unsatisfactory, and the remote result only 
slightly better. In another case, No. 18, the immediate result was 
good but the remote result was unsatisfactory inasmuch as the 
patient’s pain still continued. It was a case of so-called chronic 
cortical odphoritis. In four cases, Nos. 3, 14, 24, 26, I drained 
Douglas’s pouch with gauze into the vagina; in the remaining cases 
I did not use any form of drain. In four cases a varying degree of 
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infection of the abdominal wound occurred, and two of these were 
tuberculous cases. It is on account of these cases that I have given 
up using anything but catgut for buried sutures in the presence of 
infection. In all the other cases primary union occurred, and in all 
but the two to which I have referred above the after-results were 
good, that is to say the pelvic contents returned to a normal state, the 
uterus remained in a normal position, and the patient’s symptoms 
disappeared. 

In three cases I removed both sets of appendages and the uterus. 
One of these (No. 3) was on account of very extensive tuberculosis. 
The second (No. 14) was partly on account of the very extensive 
nature of the infection which involved the uterus, and partly on 
account of suspected tuberculosis. Microscopical examination did 
not, however, show any evidence of tuberculous disease, but at the 
present time I believe the patient is suffering from pulmonary tuber- 
culosis. In the third case (No. 25) a myomatous uterus was associ- 
ated with advanced tubo-ovarian disease. Not alone were these the 
only cases in which I found it necessary to remove the uterus, but 
they were the only cases in which I found it necessary to remove both 
ovaries. I wish especially to emphasize this point, and to repeat that 
although in sixteen cases the extent of the lesion was “ considerable,” 
and in four cases “ very considerable,” yet in only three cases was it 
necessary to remove both ovaries, and in these three it was found 
necessary to remove the uterus also. In eleven cases I removed one 
ovary. In five cases I removed both tubes (in addition to the three 
cases in which both appendages and uterus were removed), in three 
cases I removed the whole of one tube and half the other, and in five 
cases I removed one tube alone. In five cases I made a new ostium 
in either one tube or both tubes, and in nineteen cases I resected one 
ovary or both ovaries. 


Fatat Cases.—No. 20. Mrs. B., aged 32, married twelve years, no 
children, had suffered from pain in back, severe dysmenorrhea and 
intense vaginal congestion and irritation for a number of years. On 
vaginal examination, the uterus was found to be enlarged, retroverted 
and fixed. On February 7th, I opened the abdomen, and found the 
uterus adherent to the rectum by soft adhesions, the tubes were also 
adherent, their fimbrie obliterated, and their abdominal ostia closed. 
I broke down the adhesions, opened the tubal ostia, excised some 
small cysts in the ovaries, and, having sutured the incisions,” per- 
formed ventro-suspension and closed the abdomen. An hour after 
the operation the patient became collapsed, but subsequently rallied 
a little. Two hours later she again became collapsed, her pulse was 
imperceptible, and her temperature 96°F. I made a diagnosis of 
internal hemorrhage, and re-opened the abdomen. I found clots to 
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the extent of about a pint or a pint and a half due to bleeding from 
the incisions in the ovaries. I sutured the latter again, and stopped 
the bleeding. I then poured saline solution into the peritoneal cavity 
and closed the abdomen. The patient’s condition was then very 
serious, though not hopeless. Saline infusions into the breasts and 
saline enemata were administered, and she rallied somewhat. She 
however became semi-delirious and very violent. Small doses of 
morphia were given, but she again became collapsed towards morning 
and died at 8 a.m.,nearly sixteen hours after the second operation. 

At the post mortem examination, the abdomen was found to con- 
tain a quantity of dark-coloured fluid, composed of the saline solution 
of the night before. There had been no further hemorrhage. The 
cause of death was probably to be found in the effect produced by the 
comparatively slight amount of hemorrhage on a not very strong 
heart. 

No. 26. Mrs. S., aged 35, married ten years, two children and 
two abortions, was admitted to the Hospital on June 7th, 1906. She 
said that she had had a miscarriage four days previously, and was 
suffering from severe pain and diarrhea. On examination, the 
uterus was found to be retroverted and adherent, and Douglas’s pouch 
was occupied by a soft swelling formed by the uterine appendages. 
The patient’s pulse was quick and her temperature high, and she was 
obviously suffering from septic poisoning. She was kept in bed and 
suitably treated until her temperature fell to normal, when she was 
sent home with directions to return in some months. She returned 
again at the end of August complaining of very severe pain, and 
expressing a desire to have something done for it. Her temperature 
was normal, but her abdomen was swollen owing to partial intestinal 
obstruction. On account of her condition and her desire for opera- 
tion, I consented to operate. On opening the abdomen, three distinct 
coils of intestines were found so densely adherent to the uterus and 
appendages that on separating them the outer coat of the intestine 
was torn in three places and had to be sutured. The rectum was then 
found to be densely adherent to the back of the uterus, its mesentery 
being so much thickened as to suggest malignant disease. After 
separating the adhesions the right tube was removed, as well as a 
small cyst from the left ovary. The lumen of the left tube was found 
to be patent and so the tube was left. There was a very small amount 
of pus encysted amongst the adhesions. As there was considerable 
bleeding from the back of the rectum, and as this could not be com- 
pletely checked, an opening was made into the posterior fornix, and 
Douglas’s pouch was plugged with iodoform gauze, the end of which 
was brought down into the vagina. Ventro-suspension of the uterus 
was done, and the abdomen was closed. The next morning the 
patient’s pulse was extremely rapid and gradually rose to nearly 180. 
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She died the same night with all the symptoms of a most acute 
septic poisoning. 

At the post mortem examination pus was just commencing to 
form in the peritoneal cavity, which also contained some dark- 
coloured fluid. Cultures of the pus were made with the result that 
colonies of the Staphylococcus Pyogenes Aureus grew freely. I have 
little doubt that the infection was derived from the appendages and 
was not introduced from without during the operation. 

It is undoubtedly technically wrong to operate on such cases 
through the abdomen at so short an interval as three months after the 
original infection, but looking at the case as it was, it is difficult to 
see what else could have been done. The patient’s condition called 
for some relief, and a vaginal operation would have done little to 


relieve the intestinal adhesions which were the chief cause of her 
trouble. 


Unsatisractory CasEs.—No.3. Mrs. McC. was admitted to hospital 
on October 15th, 1904. She had been confined on the preceding 31st 
of July, and since then had complained of severe pain in the iliac 
region and profuse discharge. She was very much emaciated and 
was becoming gradually worse. On examination, Douglas’s pouch 
was found to be occupied by an elastic swelling corresponding to the 
appendages. On account of the short time which had elapsed since 
infection, I decided to operate by the vagina. On opening into 
Douglas’s pouch, it was found to be occupied by a mass of friable 
tissue which tore away and could not be drawn down. Accordingly a 
piece was removed for examination, and the cavity was plugged. On 
examination of the removed portion, the pathologist reported it to be 
tuberculous. Ten days later I opened the abdomen and found exten- 
sive tuberculous peritonitis and advanced disease of the appendages. 
I removed the latter and the uterus. There was a very foul-smelling 
abscess between the appendages. Subsequently, a recto-vaginal 
fistula formed, due to injury of the much-softened rectal wall. In 
addition to this, infection of the wound occurred, and of the peri- 
toneal cavity in the neighbourhood of the incision. As the patient’s 
condition was gradually becoming worse I had to open the abdomen 
again. The tuberculous peritonitis was then found greatly to have 
extended, and in one place it had so softened the intestinal wall that 
in separating an adhesion I pushed my finger through the wall. I 
tried to suture the tear, but the tissue was so rotten that it would 
not hold the stitch, consequently a second fistula formed here. The 
patient’s condition, however, gradually improved, and she was able 
to be sent to a Convalescent Home some three months after the first 
operation. I have seen the patient at intervals since then, the last 
time being on July 16th, 1906. Her general condition was then 
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slightly better, and she had put on flesh. The vaginal fistula was, I 
think, healed, and the abdominal fistula was still open. It however 
did not cause her much trouble. I tried to persuade her to come 
regularly to the Hospital to have injections of tuberculin, but 


although she said she would come, she has not done so, nor have I 
seen her since. 


No. 18. This case was one of chronic cortical odphoritis. There 
were no adhesions, the capsule of the ovaries was thickened, and they 
contained numbers of small cysts. These last were punctured and 
scraped out. The patient made an uneventful recovery, but the pain 


from which she had previously suffered for a considerable time did 
not get any better. 


Casss oF Speciat IntEREsT.—No. 29. L.D., aged 23, married, was 
admitted to the Hospital under my colleague, Dr. Kirkpatrick, on 
account of renal disease dating from her past pregnancy three months 
before. Her legs and other parts of the body were very edematous, 
the urine was loaded with albumen, and she had marks of extensive 
tuberculous glands in her neck. In addition she complained of very 
severe pain in the pelvis. On examination I found the pelvis com- 
pletely filled with a soft mass representing thickened appendages. As 
I thought the case was certainly tuberculous, and as the patient com- 
plained of very severe and continuous pain, I decided to operate, with 
a faint hope that I might find that her pelvic condition had some- 
thing to do with her renal condition by causing pressure on the 
ureters. On opening the abdomen the thickened tubes and some 
adherent intestines filled Douglas’s pouch to which they were ad- 
herent. I freed the adhesions and removed two thickened tubes 
which contained pus, the ovaries were apparently healthy, and so I 
did not interfere with them. On subsequent microscopical examina- 
tion, the tubes were found to be tuberculous. The patient made an 
excellent recovery from the operation and her pain entirely dis- 
appeared. Her renal condition,however, got no better, and at the 
present time she is passing very little urine, which is loaded with 
albumen and contains tube casts, and she is suffering from general 
anasarca. I should have mentioned that at the operation I found 
that there was a row of calcified mesenteric glands situated in the 
mesentery, and forming a regular chain, so far as I could ascertain, 
along the entire length of her intestine. I am afraid that there may 
be in the future an autopsy in this case, and I should not be in the 
least surprised to find that there was pressure exerted by these cal- 
cified glands upon the renal vessels. 


No. 4. M.B., aged 32 (?42), was transferred to my care by my 
colleague Mr. Haughton, who had previously operated upon her for 
ascites and hepatic cirrhosis, performing a Talma-Morrison operation. 




















Fig. 7. Drawing made of the pelvic organs in Case iv. 
Showing the absence of the uterine appendages on the left side. 











Fig. 8. Drawing showing intestinal diverticulum met with 
in Case xiv. 
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She complained of irregular and profuse menstruation and pain in 
the lower part of the abdomen. On examination, the uterus was 
found to be slightly enlarged and a firm round swelling the size of an 
orange corresponding to the right’ ovary was felt. I opened the 
abdomen on March 29th, and found some pelvic adhesions, and an 
ovary enlarged to some four or five times its original size. I 
removed the ovary, leaving the tube. On proceeding to look 
for the appendages on the opposite side, I found that the only struc- 
ture representing them was the stump of a Fallopian tube some half 
an inch in diameter. The end of this stump was adherent to part of 
the small intestine. There was no trace of an ovary, and the peri- 
toneum of the broad ligament was absent save for a small fold corre- 
sponding in length to the tubal stump and adherent to the surround- 
ing structures. The patient said that she had never had a previous 
operation save that performed by Mr. Haughton, and there was no 
evidence of any such operation having been performed. I think that 
the patient’s statement was certainly correct, and consequently in 
this case the removal of the left appendages must I think be attri- 
buted to the destruction of their blood supply by torsion and their 
subsequent absorption. (Further notes on this case will be found in 
the British Gynecological Journal for May 1906.) 


No. 14. M.S., aged 26, married, came to me complaining of pain 
in the lower part of the abdomen. On examination, the uterus was 
found to be fixed and Douglas’s pouch to be occupied by two swell- 
ings, each equal in size to a small orange. She had a history of 
previous septic trouble after labour, and had had a pelvic abscess 
opened and drained in another hospital. On opening the abdomen, I 
found the pelvis so occupied by inflamed appendages and adhesions, 
and the uterus so extensively involved, that I had no option but to | 
remove both appendages and uterus. The interesting feature in the 
case is shown in Fig. 8, and consisted in the presence of a tube 
whch could be seen running from the large intestine into the 
mass occupying Douglas’s pouch. It was some two and a half 
to three inches in length, and about a quarter of an inch in 
diameter. At first, I assumed that it was the appendix, and, as I 
could not free it, I ligatured it and cut it across. On subsequent 
examination, however, it turned out to be a diverticulum from the 
pelvic colon with which its walls were structurally continuous. It 
presumably must be considered to have been an unusually placed 
Meckel’s diverticulum. (Further notes of this case will be found in 
the British Gynaecological Journal, May 1906.) 

No. 16. A.H., aged 27, married, was admitted to the Hospital 
complaining of pain in the lower part of the abdomen and back, too 
frequent menstruation, and bleeding after coitus. She had no 
children, but said that she had had a miscarriage at the eighteenth 
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or twentieth week about eighteen months before. On examination, 
Douglas’s pouch was found to be occupied by enlarged appendages, 
and at one point a hard and irregular mass about the size of a hazel 
nut could be felt. On opening the abdomen, I found that both tubes 
were dilated and contained pus, while the left ovary was cystic. The 
skeleton of a four months’ foetus projected from the ampulla of the 
right tube. Apparently, the supposed miscarriage was really the 
termination of an extra-uterine pregnancy, the remains of which had 
become infected. The condition is well shown in the accompanying 
drawing. 
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Four Cases of Early Ectopic Gestation, 
with Remarks.* 


By A. Macerecor Srincrarr, M.B., C.M. (Aberd.), 


Surgeon to the Victoria Hospital, Burnley, Lancashire. 


I Have lately been called upon to operate on four cases of early 
ectopic gestation which seem worthy of record. Every practitioner 
should have constantly before his mind the possibility of the occur- 
rence of an ectopic gestation. Many cases present no signs or 
symptoms of pregnancy until alarming symptoms arise from rupture. 
Then one has to make up one’s mind quickly and to act quickly, or 
the life of the patient may be lost. 

It is of the utmost importance that such a complication as ectopic 
gestation should be diagnosed early, so as to save the patient by 
operation from the great danger she is running of rupture of the 
tube. In one of the first cases of this condition on which I had to 
operate, every drop of blood in the woman’s body appeared to have 
been shed into her abdominal cavity. Opening the abdomen and 
grasping the bleeding tube did not take as much time as it takes to 
tell, but the patient was, as a matter of fact, breathing her last before 
we commenced, and operation came too late to save her. This occurred 
in the afternoon, the patient having been apparently quite well in 
the morning. Every case, however, should have the chance that an 
operation gives, as it is really surprising how much can be done in’ 
the way of bringing a patient round by means of saline injections 
into the loose tissues, bandaging the limbs and other means, after all 
loss had been stopped. Only last week I heard of a case similar to 
the one I have described which also occurred in this district, and 
where the patient died before any thing was done. 

In one of the cases here recorded, a decidual cast was passed per 
vaginam. In two (Case I. and IV.) there was an elevation of tem- 
perature. Indeed, in the latter of these two cases, the temperature 
rose up to 103°F. In the case in which hemorrhage was actually 
going on when I saw it, and which may therefore be said to have been 
examined in an acute stage, there was exquisite pain in the lateral 
fornix on the affected side. In the fourth case, where the symptoms 
had been present for a longer time, the first thing I noticed on making 
a vaginal examination was a very marked arterial pulsation in the 


*From a paper read before the Clinical Section of the Burnley and District Medico- 
Ethical Society, January 24th, 1907. 
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right fornix, that is, on the side on which the swelling was situated, 
there being nothing of the kind to be felt on the opposite side. 

As to the treatment of these cases I am of opinion that where a 
ease has been diagnosed an operation should be undertaken at once. 
It is then an easy matter and the danger is very small indeed. Be- 
sides, it is absolutely impossible to say what will take place if opera- 
tion be postponed. I should like to utter a word of warning as to 
curetting in these cases. Curetting is here particularly dangerous, 
and one cannot be too careful in excluding the possibility of extra- 
uterine pregnancy before curetting in a case of supposed abortion 
with retained placenta. 

With regard to the method of operating, I think that undoubtedly 
the abdominal route ought to be adopted in preference to the vaginal. 
In none of the four cases under consideration would vaginal section, 
to my mind, have been satisfactory. It is quite impossible to wash 
out all blood-clots from the abdominal cavity per vaginam. Then, 
too, in the event of a large vessel commencing to bleed immediately 
the parts are disturbed, as occurred in Case II., it would be impossible 
to obtain a good view of the vessel through the vagina.* In Case III., 
the operation could not have been performed per vaginam. In 
Case IV. the appendix vermiformis was firmly attached to the top of 
the tumour and had to be removed along with it. This could not 
have been done through a vaginal incision. 

As to what ought to be taken away and what left. It is my 
custom to remove as a rule all tissues thought to be diseased and to 
leave whatever appears to be healthy. In the cases here recorded I 
removed the ovary with the tube because the ovary was in each case 
mixed up with the tumour and appeared to be itself diseased. Before 
doing so, however, I examined the other ovary and satisfied myself 
that it was healthy. Unless it is absolutely necessary I would never 
unsex a woman. 

I remove all blood-clot from the abdominal cavity by flushing out 
with warm saline solution. This I find revives the patient wonder- 
fully and in no way increases shock. 

Drainage should be avoided whenever possible. If all suspicious 
tissue can be removed and there is nothing septic, then, after a care- 
ful toilet of the peritoneum, the abdomen should be carefully closed. 
Unfortunately, in two of the following cases, it was necessary to use 
a gauze drain. 


Case 1. C.D., wet. 32, married, the mother of three living and 
healthy children, was admitted to the Victoria Hospital, Burnley, on 
the 25th of September, 1906. I had seen this patient the night 
before with Dr. H. Chadwick, when she had all the symptoms of 


*This occurred in Case II., quite a large artery started spouting immediately I 
disturbed the parts. 
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severe shock. An hour or so before I saw her she had been seized 
with severe pain in the lower part of the abdomen, felt faint, vomited, 
and lost some blood per vaginam. She now had an anxious look on 
her face and was still suffering pain, her pulse was rapid and weak. 
She was restless and had a feeling of uneasiness in the precordial 
region. The abdomen was tender but was not distended or tense. 
Per vaginam there was felt to be a fullness in the left fornix which 
was exquisitely tender. She said that a week before, when she was 
out shopping, she had an attack of sudden pain in the abdomen, which 
made her feel so faint that she had to be assisted home and put to 
bed. Next day, however, she resumed her household duties. She 
had not menstruated for six weeks. We diagnosed early tubal preg- 
nancy on the left side with hemorrhage. The house was not at all 
suitable for an operation, but as a matter of fact the people would 
not consent to an operation either at home or at the hospital. We 
were of opinion that the hemorrhage had ceased and so did not insist. 
Next day she was somewhat better and was removed to the hospital, 
where the following additional history was obtained. Some months 
after the birth of her first child she was seized with pain in the lower 
part of the abdomen which made her feel faint and vomit. She lost 
blood from the vagina and was confined to bed for four months. She 
was supposed to have had an extra-uterine pregnancy then. She got 
quite well, however, and one year and nine months later she gave 
birth to a child which is alive and healthy. She has had a bad 
leucorrheal discharge since her last confinement four years ago, and 
has had great pain during her periods, necessitating her staying in 
bed. She had menstruated regularly for the last three years until 
six weeks before admission. 


Operation. On the 26th September, the day after admission, I . 
opened the abdomen. It contained a considerable amount of fluid 
blood and blood-clots. At the outer end of the left Fallopian tube 
there was the sac, which had not ruptured, and beneath and attached 
to it was the ovary. The specimen is a good example of early tubal 
pregnancy with tubal drip. The outer part of the tube and the 
ovary were removed together; the abdomen was thoroughly washed 
out with warm saline and cleansed of all blood-clots. The abdominal 
‘wound was then closed in separate layers. The patient made a good 
and uneventful recovery and was discharged on the 17th October, 
three weeks after operation. 


Case 11. E.B., et. 27, was sent into hospital on September 30th, 
1906. She gave the following history. She has had three children, 
of these, one is alive, one died when one year old and one was poorly 
from birth and died when seven weeks old—probably both syphilitic. 
She menstruated last six weeks before being taken ill. One week 
‘before admission to hospital she was seized with pain in the lower 
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part of the abdomen, felt faint, and lost some blood per vaginam. 
The pain lasted two or three days; she then got to feel quite well. 
Two days later, on September 25th, she was taken ill again with pain 
all over the abdomen. There was no vomiting or faintness this time. 
The pain continued until the patient was admitted on Sunday fore- 
noon, September 30th. She then looked very ill. On examination, 
the abdomen was painful but not tense or hard; it evidently contained 
free fluid. Per vaginam there were tenderness and fullness in left 
fornix. The right side and Douglas’s pouch contained a mass which 
felt like blood clot. Ruptured tubal pregnancy was diagnosed. 

Operation. In the afternoon of the same day I opened the abdo- 
men. It contained a quantity of fluid blood and a great many blood- 
clots. In the outer end of the left tube there was the sac, which had 
ruptured, and there was a fairly large vessel bleeding. This was 
evidently the vessel from which the blood had come, and the bleeding 
had recommenced owing no doubt to our interference. There was a 
large mass of blood-clot in Douglas’s pouch. The diseased tube and 
the ovary were removed. The abdomen was well washed out with 
warm saline and all blood-clots were removed. The abdomen was 
then closed. Recovery was complete and uneventful. 


Case 111. Mrs. C., wt. 34, was the mother of two children. The 
first child died when one year old from convulsions. The other is 
healthy, and is now four years old. The patient had menstruated 
regularly. She had had a bad leucorrheal discharge ever since her 
first confinement. I saw her with Dr. Chadwick on the 15th of 
November, 1906, when I obtained the following history of her illness. 
Right weeks before, when actively going about her home and feeling 
quite well, she was suddenly seized with severe pain in the abdomen. 
Her people thought she was dying and rushed for the doctor, who 
found her in a state of profound shock. She was put to bed and in 
time she rallied. Five weeks or so before this, Dr. Chadwick had 
attended her for abdominal pain, the cause of which he was not sure 
of, and she was then confined to bed for three weeks. During this 
attack she had what she took to be her normal monthly period, but 
when asked she said that it was rather dark in colour. She got 
better and went for a holiday to Blackpool. When there she had a 
slight show of blood of a dark colour the whole time, and one day 
she passed, without pain, a membranous substance. Her attention 
was called to it by feeling it cold against her leg. It did not inter- 
fere with her holiday, and she had just returned home three days 
before her present illness. She had now been in bed eight weeks, was 
feeling very ill and was developing a temperature. On examination 
the abdomen was tender but did not seem to contain any free fluid. 
Per vaginam there was a huge mass occupying Douglas’s pouch, 
pushing the cervix forward and upward. I agreed with Dr. Chadwick 
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that it was a case of extra-uterine fetation; and we also agreed that 
immediate operation was desirable. We had the patient removed at 
once to a private ward at the Victoria Hospital, Burnley, and I 
operated in the afternoon of the same day. 


Operation. On opening the abdomen I found a mass of omentum 
attached to the fundus of the uterus, which was enlarged. On freeing 
the omentum I carefully shut off the intestines, etc., by means of 
sterilized towels. The left Fallopian tube was very much enlarged. 
It first passed outwards and then turned in behind the uterus, where 
it seemed to expand and end in atumour. This mass I proceeded to 
enucleate and I found it a very difficult matter indeed, as it was 
firmly bound down in every direction. In one or two places I opened 
into cavities which contained pus and breaking down blood-clot. At 
one part I ruptured a rather large cyst which contained sanguineous 
fluid. This I took to be the sac. I then divided the tube close to the 
uterus and stripped it along the broad ligament. The tissues were so 
friable that an artery forceps, however lightly applied, tore through 
them, and the same thing happened if a catgut ligature was applied. 
After considerable perseverance, however, I succeeded in getting the 
whole mass away. I must express my gratitude to Dr. Chadwick, 
who helped me greatly by passing his fingers into the vagina and by 
pushing up the mass giving me something solid to work against. As 
I looked upon the cavity left as being more or less septic, I packed it 


with sterilized gauze. I then closed the abdominal wound, carefully 
leaving space for the gauze to be removed and for clean gauze to be 
introduced. The patient made a steady and good recovery and went 
home in three weeks. 


Case tv. Mrs. K., wet. 31, has had two children, of whom one is 
eight years old and healthy, and the other seven years old and 
delicate. The patient has had occasional hemorrhages with the 
passage of clots per vaginam. She has had leucorrheea since her last 
confinement seven years ago. She has never been laid up. She has 
menstruated regularly up to October 1906. 

I am indebted to Dr. Slane for the following notes of her present 
illness up to her admission into hospital : “I saw her for the first time 
on the 6th of November, 1906, when she complained of severe vomit- 
ing and abdominal pain. She gave the following history. She had 
seen nothing for six weeks when she had a ‘small show.’ After a 
fortnight of freedom from pain and loss of blood she had a ‘ large 
show,’ lasting nine days, during which time she suffered severe pain, 
became very weak, and had to go to bed for four days. She became 
easier and left her bed on October 25th, 1906. For a week or more 
she had little pain, but on November 5th, at 6a.m., she was seized 
with a sudden pain in the abdomen “ all across,” when getting up from 
bed, and was still suffering when I saw her on November 6th. She 
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then had a temperature of 103:2°, a tense, tender and tympanitic ab- 
domen, with flattening of fornices and immobility of uterus. The 
vomiting and pain gradually yielded to treatment, and on November 
18th she left her bed. This was really against my orders, and I was 
not surprised when, in a few days, the temperature, with vomiting, 
pain and rigidity of abdomen, all returned. Again the symptoms 
began to yield to treatment. On Saturday, December 8th, I left her 
vastly better, clamouring for food and anxious to leave her bed. 
When I saw her on Monday, December 9th, she was suffering severe 
pain again, the [febrile] temperature which had long been absent had 
returned, and what was a fresh feature in her case, she looked blanched 
and bloodless, and had a very feeble pulse. I had from the first been 
suspicious of tubal pregnancy, but was unable clearly to differentiate 
it from peritonitis following miscarriage, but this blanching indica- 
tive, as I took it, of internal hemorrhage, resolved me to remove her 
to hospital.” 

When I saw the patient after her admission to the hospital she 
looked very ill indeed. On examining the abdomen an indistinct 
swelling could be seen above the pubes on the right side. The abdo- 
men was quite flat and was only tender over this particular part. 
On examining per vaginam a mass could be felt in the right fornix 
and to the right of the uterus. The uterus was distinctly enlarged. 
There was very distinct arterial pulsation in the right fornix running 
along beneath the tumour. I diagnosed extra-uterine feetation and 
decided to operate. 


Operation. On the 15th December chloroform was administered, 
and an incision made along the outer side of the right rectus muscle. 
In a very short time just as I had opened the peritoneal cavity the 
patient showed alarming symptoms of cardiac failure. Adrenalin 
was administered with slight improvement, but not sufficient to admit 
of my proceeding with the operation. The abdomen was hurriedly 
closed with through and through sutures, and she was sent back to 
bed. By means of a warm saline enema to which two ounces of 
brandy were added and more adrenalin hypodermically, she was 
pulled round. In a few days she began to pick up wonderfully. She 
put on flesh and had no trouble of any kind for three weeks, then she 
had what she took to be her menstrual period, but the discharge was 
very dark coloured. She had this “ show,” which caused her no pain, 
for three days. Two nights after this had stopped she had a return 
of the pain in the abdomen, and when I saw her in the morning she 
looked much worse than she had done for a week or two. This made 
me decide upon risking another operation. The tumour had in the 
interval since the last operation grown visibly larger. We calculated 
that it must at this time be a four months’ fetation. At this period 
operation is looked upon as a very serious undertaking. Chloroform 
was administered on the 12th January, 1907, just four weeks after the 
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former attempt. I excised the old scar which had healed up firmly 
by first intention. The incision this time had to be extended trans- 
versely along towards the symphysis pubis as the mass was adherent 
all round and I was anxious if possible to remove it without ruptur- 
ing it. The omentum was attached to the front and top, but it was 
easily detached. I, however, removed some pieces of omentum, which 
looked very black from being in contact with the part of the mass 
which had ruptured. I then saw the fetus projecting at the upper 
and inner corner. Next I found the appendix vermiformis firmly 
attached to, and inseparable from, the top of the sac. I amputated 
the appendix—which was greatly thickened and hard—close up to 
and flush with the cecum, leaving it attached to the tumour. I 
stitched the bowel just as in an ordinary appendectomy. Then I 
divided the tube and had to cut through the ovary as it was attached 
to the pelvic wall. I then began carefully to enucleate the mass. 
The enucleation was really easier than I had expected. There was no 
hemorrhage of any consequence. I packed the cavity with sterilized 
gauze and then closed the abdomen carefully in separate layers, leav- 
ing just the little hole through which the gauze came. 

The specimen shows the appendix attached along the top and the 
foetus protruding from the inner corner of the tumour; it lay just 
behind the uterus. 

The patient bore the operation well, and is making an excellent 
recovery. Dr. Slane rendered me great service by passing his fingers 
into the vagina and pushing up the tumour. 


These cases show most of the points connected with ectopic gesta- 
tion, at least up to a certain stage in the life of the fetus. 

Case iii. was an exceedingly difficult operation owing to its having 
been delayed so long, and the inflammatory changes which had taken, 
place. > 

Case iv. has the additional interest of being complicated by ap- 
pendicitis. I think it is more than likely that some of the patient’s 
symptoms were due to appendicitis. This would account for the 
higher temperature and tympanitic distension of the abdomen re- 
corded by Dr. Slane. The appendix was very much altered, whether 
from contact with the tumour setting up inflammatory changes in it 
or from ordinary causes of appendicitis inside itself, it would now be 
difficult to say. 
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A New Method of Performing Ventri-Suspension 
of the Uterus. 


By A. Macerecor Srinciarr, M.B., C.M. (Aberd.), 


Surgeon to the Victoria Hospital, Burnley, Lancashire. 


Various methods have been described whereby the uterus may be 
fixed to or suspended from the anterior abdominal wall for retro- 
deviations. I make bold to add another to the number. It embraces, 
I think, all the good points of the operations previously described, 
while it does away with their disadvantages and dangers. In this 
operation it will be seen that there is no possibility of any bowel 
becoming strangulated, nor is there any interference with or hamper- 
ing of the bladder. It is very effectual and suspends the uterus in a 
more natural position than any operation previously described. It is 
easily performed, and the patient does not complain of any pain or 
inconvenience after. 

An opening is made through the anterior abdominal wall 
sufficiently large to permit of a thorough inspection of the contents 
of the pelvis. A self-retaining retractor is placed in the upper part 
of the wound, the handles pointing upwards. The displaced uterus is 
raised, and any adhesions present are broken down. The ovaries are 
then inspected and if any abnormality be noticed, it is attended to. 
The round ligaments are next defined and followed outwards to where 
they enter the abdominal wall. Beginning at the point where the 
left round ligament enters the abdominal wall, with good strong 
catgut—not too thick—in a curved needle, I stitch the ligament to a 
fold of peritoneum and carry this on as a continuous suture embrac- 
ing the round ligament and stitching it to the parietal peritoneum 
till the uterus is reached. At this point this suture is tied. Then 
with another catgut suture and curved needle the right round liga- 
ment is taken up where it leaves the abdominal cavity, and a con- 
tinuous suture carried along in the same way as on the other side till 
the uterus is reached, and then the suture is carried along the front 
of the uterus suturing it also to the peritoneum till the first suture 
is reached. In the process of stitching, the round ligaments, which 
are usually found lengthened and thinned out, are shortened. The 
abdomen is then carefully closed in separate layers by continuous 
catgut sutures. 

I have now performed this operation several times, and am well 
satisfied with it. I have examined patients after they have been 
going about for some time, and the position of the uterus is really 
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excellent. There is no trouble whatever with the bladder. The first 
time it suggested itself to me was in the case of a young nulliparous 
married woman, whose abdomen I opened to rectify a bad retro- 
flexion. I had intended performing the operation of suspension after 
the method of Sir William J. Sinclair. On opening the abdomen, 
however, I found that the appendix vermiformis was attached by its 
tip to a loop of small bowel which was also bound down in the pelvis. 
To get properly at this I had to enlarge my abdominal incision. After 
removal of the appendix, which was diseased, freeing the bowel and 
cleaning up, I turned my attention to the uterus. Its anterior sur- 
face, which had been turned round and wedged down in the pelvis, 
did not look at all inviting to stitch to the peritoneum, so the method 
described above was followed. The patient left the hospital in three 
weeks feeling quite well. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


I. 


A Case of Rhythmic Chorea (Pseudochorea?) in Early 
Pregnancy.* 


By G. Batrour Marsunatt, M.D., F.F.P.S.G., 
Gynecologist to the Glasgow Royal Infirmary. 


Ir might be better to call the condition noted in the following case 
“hysterical pseudochorea,” as although the movements simulated 
chorea they were rhythmic in character, mainly affected flexor groups 
of muscles simultaneously, and were evidently hysterical in origin. 
I have been unable to hear or find records of a similar case. 

The patient, aged 21, married three months, and two months 
pregnant, became much excited about ten o’clock one evening, as the 
result of a family disagreement. Shortly after midnight she developed 
chorea-like movements, which continued all night, and were so con- 
tinuous as effectually to prevent sleep. When I saw her next morn- 
ing I thought at first glance that the case was one of severe chorea, 
as the limbs seemed to be in constant movement under the bedclothes, 
but after making enquiry into the history and cause of onset, and 
noting the character of the movements, I came to the conclusion that 
the condition was purely hysterical. 

The patient lay on her right side and stated that she felt more 
comfortable in this position. This is readily understood when re- 
ference is made to the great frequency of the nodding movement of 
the head. The movements were mainly limited to the flexor muscles 
and affected the head, thorax, abdomen, and both upper and lower 
limbs. There was a shrugging forwards and upwards of the shoulders 
to meet, as it were, a simultaneous nodding action of the head. At 
the same time the fingers and hands were slightly flexed and the 
elbows pressed into the sides. The recti contracted sufficiently to 
throw the body slightly forward, but this movement was made more 
marked than it really was by the head-nodding, and shrugging of 


* Communicated to the Glasgow Obstetrical and Gynecological Society, Dec. 19, 1906. 





Marshall: Pseudochorea in Pregnancy 337 


the shoulders. The knees were flexed upwards. All the movements 
were quite rhythmical, affecting both sides simultaneously, and 
occurred with persistent regularity. 

I watched the patient for a considerable time and noted that the 
nodding and shrugging movements occurred with great regularity at 
about the rate of twenty to the minute. The contractions showed the 
same quick jerk as is seen in chorea, but the succeeding relaxation of 
the muscles occurred more leisurely in the proportion of 1 to 2 as 
nearly as I could judge by counting. The interval between the con- 
tractions was so short that the patient had practically no relief from 
them. The muscles of the face were not affected and the tongue 
when protruded could be held steadily for over thirty seconds. 

A mixture was prescribed containing asafeetida, valerian and 
potassium bromide, to be taken every four or six hours. The patient 
also got a dose of chloral hydrate at bedtime each evening sufficient 
to ensure a sound night’s sleep. 

The husband informed me that the movements ceased entirely 
during sleep, but recurred as soon as the patient awoke. The patient 
was also kept quiet in bed in a darkened room with instructions that 
no friends or relatives were to be admitted. 

There was only slight improvement during the first two days, but 
by the third day the movements affecting the lower limbs and ab- 
domen had ceased, while those of the neck, shoulders and arms 
occurred at longer intervals, and were less violent. 

Rapid improvement now took place, so that by the fifth day the 
movements had entirely ceased, and the patient was permitted to rise 
the following day. 

Three weeks later there was a slight return; the movements, how- 
ever, being confined to a simultaneous rhythmical flexing of the 
fingers of both hands and forward shrugging of the shoulders. These 
movements disappeared again in two days on repeating the former 
medicine, and have not since recurred. It may be stated that the 
patient had not the usual morning sickness of early pregnancy which 
might have been expected in such a neurotic subject. The rapid 
cure of a case with such a severe onset confirms the opinion first 
formed, viz., that the condition was hysterical. 


22 
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II. 


Case of Hydatids (Acephalocysts) of the Abdomen and 
Pelvis, Removed by Abdominal Section. 


By Francis Henry Cuampneys, M.A., M.D. (Oxon.), F.R.C.P. 
Physician-Accoucheur to St. Bartholomew’s Hospital. 


Ciara F., aged 35, was admitted under my care to Martha Ward in 
St. Bartholomew’s Hospital on July 18th, 1906, complaining of a 
tumour in the abdomen first noticed in August 1905. 

The patient was a married woman, and had had 5 pregnancies 
and 5 labours, the last 5 years ago, when she was delivered of twins. 

Menstruation had been regular since marriage; she had last men- 
struated June 26—28. She thought herself pregnant, and expected 
to be confined in February 1906, but was not. 

At the end of August 1905, she had noticed a swelling high up in 
the right iliac region; this had grown slowly up to the present time. 
There had been occasional attacks of nausea and vomiting, fewer 
lately. 

On admission her complexion is good, her tongue clean, and her 
appetite fair; she sleeps well, and the bowels act daily. The urine 
has a specific gravity of 1028, is acid and contains no albumen, sugar 
or blood. There is a little difficulty in starting micturition. 

The breasts show prominent papille, but no puffiness of areola or 
secretion. Filling the abdomen nearly to the costal arch is a series 
of hard movable bodies. The abdomen has several resonant areas 
as far down as the navel, and below the navel there is dulness on 
superficial but resonance on deep percussion. The flanks are dull in 
the dorsal position, but each becomes resonant when uppermost. 
The cervix uteri is in contact with the pubes, and is fixed; behind it 
the pelvis is filled with tense elastic masses in the situation of 
Douglas’s pouch and elsewhere. Bimanually, an impulse is conveyed 
from the abdominal mass in the right iliac fossa to that in the pelvis. 

The interpretation of the physical signs seemed to be a series of 
cysts in close proximity to each other lying among the bowels, with 
some free fluid. These might possibly be due to an ovarian tumour, 
the cysts of which had grown exogenously, instead of being enclosed 
within a common capsule; but the condition also reminded me of a 
case which I had seen with the late Mr. Knowsley Thornton in 1878, 
which puzzled everyone who saw it, and which turned out to be one 
of hydatids in the omentum and pelvis. The case is recorded in the 
Medical Times and Gazette, vol. ii. for 1878, November 16th, p. 565. 
The patient was pregnant 6 months; age 32. She had had one child 
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34 years previously, and had a sharp attack of right-sided pleurisy on 
the third day after labour. Three months later she noticed a tumour 
on the right side of the abdomen, which grew slowly, and caused pain 
and discomfort; other lumps appeared in the lower abdomen and the 
pain and discomfort confined the patient to bed. The uterus, on 
admission, lay to the left, and in front and to the right of it were 
several round, hard masses, movable on each other; in one an in- 
distinct sense of fluctuation was felt. The pelvis was occupied by a 
grape-like bunch of small, round bodies, which lay behind the 
uterus; these did not seem to be connected with the abdominal 
tumour, or with the uterus. 

Mr. Thornton considered the tumour to be ovarian, with infection 
of the peritoneum from rupture. 

A consultation was held in which the Staff of the Samaritan 
Hospital confirmed the opinion that the mass was ovarian. What 
is omitted from the report, however, is that Dr. Matthews Duncan 
also saw the patient, and I well remember what he said, which was as 
follows: “I don’t know what it is, but it is not like any ovarian 
tumour that I have ever seen.” 

Mr. Thornton removed some of the masses by abdominal section, 
but did not venture to remove others; they were hydatids. The 
abdomen was closed with some difficulty. The eighth day after the 
operation the patient was delivered of a child weighing 3} lbs., which 
lived 12 hours. On the 13th day the wound gave way and the bowels 
protruded. The wound was closed again with hare-lip pins and 
united slowly. It says much for the thoroughness of Mr. Thornton’s 
antiseptics that no ill consequences resulted. 

The patient eventually died of a localization of the same disease 
in her lungs. This again is not mentioned in the account, as it 
occurred subsequently to its publication. 

To return to my. case, Mr. Cripps explored the patient’s abdomen 
at my request, ligatured three large hydatid cysts in the omentum 
and removed them, and shelled a large number out of the sub- 
peritoneal tissue in various situations. This was quite easily done, 
and without any serious bleeding. Twenty-four cysts (all that were 
found) were removed. The patient vomited persistently for 5 days, 
first clear fluid, then a black grumous material. After a copious 
action of the bowels vomiting ceased, and convalescence was un- 
interrupted. 


The chief interest in the case seems to me to consist in the 
material for a diagnosis. 

Its subsequent course will be watched. 

Many cases of abdominal hydatids have been recorded. Among 
the most recent being one by Dr. Cullingworth and Mr. Clutton in 
this Journat for July 1906—a case of great interest. 
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III. 


Multiple Fibro-Myomata of the Uterus, Curiously 
Similar in Character, in Mother and Daughter. 


By H. Macnavenuton-Jones, M.D. 


Tue following coincidence—if coincidence it be—in regard to a fibro- 
myomatous tumour, is so rare that I think it worth recording. 


In February 1901, I operated on a patient, aged 54, a multipara, 
for the removal of a large fibro-myomatous tumour. She had been 
very anemic for some time and had, when she consulted me, a hemic 
murmur with very feeble and compressible pulse. There were then 
profuse hemorrhages, and she had to be nursed up for a 
month before I could operate. The tumour, on removal, proved to 
be a rather soft fibro-myoma, and interspersed throughout its sub- 
stance were a multitude of small nodules too numerous to count, 
varying from the size of a pea to that of a Tangerine orange. The 
uterine canal was greatly enlarged and filled with thick mucoid fluid 
with degeneration of the endometrium, which was soft and pulpy. 
The patient made a quick recovery and is still in good health. (See 
Fig. I.) 

Recently, her daughter aged 33, unmarried, was sent to me for 
operation. She had commenced to menstruate at 15; had always 
been regular; had had no menorrhagia, but occasionally an erratic 
loss between the periods; and had been suffering acute abdominal 
pain, on and off, but more particularly after the periods. Of late 
these pains had increased and had been attended by sickness. 

The tumour was fixed in the pelvis and filled its cavity. At the 
operation it was found a little difficult to dislodge it. There were, 
however, no’ adhesions. I may mention that the anesthesia was 
maintained by the scopolamin, morphine, and chloroform method 
which is the one, unless there be some special contra-indication, that 
I always now pursue. With it I associate, an hour before operation, a 
hypodermic injection of strychnine and atropin. The patient made 
a good recovery. 

On examining the tumour after its removal I found, to my sur- 
prise, that it was a miniature of her mother’s. It is depicted in the 
drawings somewhat reduced (about 3th) from the natural size. It 
was one mass of small nodules disseminated throughout the substance 
of the tumour, some of them being of the size of a filbert or a 
walnut. The uterine canal was dilated and filled with thick mucus, 
































Macnaughton-Jones: Fibroids in Motherd Daughter 341 


and the walls were softened in the same manner as in the 
tumour removed from the mother. The tumour is very fairly repre- 


sented in Figs. II. and III. It was shown at the British Gyneco- 
logical Society, February 14th, 1907. 


DESCRIPTION OF PLATES. 


I. Fibro-myoma removed from the mother, showing numberless small 
nodules throughout its substance. 


A—A. Divided canal. 


II. Appearance on section of fibro-myoma removed from the daughter. 
A large number of small nodules is seen to be disseminated throughout 


the tumour. The drawing is reduced about one-fourth from the natural 
size. 


A. Broad ligament. 
B. Fallopian tube. 
C. Round ligament. 
D. Uterine cavity. 


III. External appearance of tumour shown in preceding illustration. 
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IV. 


Case Illustrating the Effect of Pregnancy on Alopecia 
Areata, 


By G. G. Stoprorp Taytor, M.D., and R. W. Macxenna, M.A., M.B., 
Liverpool. 


Ir is a matter of elementary knowledge that pregnancy produces 
changes in other organs of the body besides those more intimately 
associated with gestation. The skin partakes in these alterations, 
and the obstetrician is probably more familiar than the dermatologist 
with the pigmentary changes induced in the integument by the 
gravid state. The linea nigra, the darkening of the areola, the 
development of the secondary areola, the proliferation and hyper- 
trophy of the sweat and sebaceous glands—of which the formation of 
Montgomery’s follicles is a special instance,—the improvement in 
the texture and the quantity of the hair, and the deposition of a 
large amount of subcutaneous fat, especially over the buttocks and 
in the mammary regions, are all indications that the skin and its 
subjacent structures are in a state of abnormal functional activity. 
Occasionally this activity brings about pathological changes such as 
pigmentary deposits in exposed parts of the body like the face, or the 
removal of pigment from one area of the skin to another giving rise 
to leucoderma. 

The following case, which presents features of great interest both 
for the obstetric physician and the dermatologist, was recently seen 
at our clinique : 

Case. Mrs. D., age 32. When the patient was between six and 
seven years of age she had a first attack of Alopecia areata consisting 
of some six or eight bald patches on the scalp. There had been no 
previous illness to occasion this loss of hair, and otherwise she was in 
good health. The attack persisted for about a year, recovery taking 
place under local and general treatment. At about the age of 143 
there was another attack, confined to the scalp, which lasted about 
four years. The hair on the eyebrows, and the eyelashes were spared, 
but on the scalp there was a progressive loss until complete baldness 
was established. 

Menstruation began at the age of 15} years, but though the 
patient’s body underwent the usual structural modifications char- 
acteristic of puberty, such as the development of hair on the pubes 
and in the axille, the hair did not return to the scalp until between 
her eighteenth and nineteenth year. There was no further attack till 
after marriage, which took place at the age of 25. During her first 
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pregnancy the patient noticed that her hair grew very thick and 
strong. When the pregnancy terminated, and during lactation, the 
hair began to fall out and continued to do so till there was complete 
baldness. This attack lasted for two and a half years, when the patient 
again became pregnant. A few weeks after conception the hair began to 
grow again, and by the time of parturition she had a plentiful supply. 
Since the pregnancy terminated, about two years ago, there has been 
universal alopecia, the hair having fallen from the scalp, the eye- 
brows, eyelids, armpits, genitalia, limbs and trunk. This is the most 
severe attack the patient has yet experienced, but the curious cycle 
of events is being repeated, for she is now again in the third month 
of pregnancy, and there are signs of a rapid return of hair to all the 
denuded areas. 

During pregnancy the patient enjoys very good health, and has 
not noticed any special pigmentation, or felt any special nerve pains. 
She suckles her children for about ten months and does not feel it a 
strain to do so. 

There are many interesting points in this case. Of recent years 
there has grown up a considerable body of opinion that alopecia 
areata is a disease of microbic origin, and various microbes have been 
isolated and dignified as the causes of alopecia. This case, at any 
rate, adds to the weight of evidence against the microbic theory. 

Another point of interest in the case is the fact that when men- 
struation was established, though the hair follicles on the pubes and 
in the axille, which usually become active at puberty, began to 
develop there was no similar activity generated in the hair follicles 
of the scalp, which remained bald for quite three years. The case 
is apparently one in which there is a constitutional tendency to 
alopecia, and the stimulus of pregnancy, producing as it does greater 
activity of the sebaceous glands and an increase in the total volume 
of blood in the body, communicates to the hair follicles with which 
the sebaceous glands are associated a germinal impulse which sets up 
active growth. When pregnancy terminates, the sebaceous glands 
cease to be so active, there is a loss of subcutaneous fat, and the 
volume of blood returns to the normal. The activities of the skin 
are more quiescent, and the hair follicles apparently lack sufficient 
vitality to keep up a growth of hair. 
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REVIEW OF CURRENT LITERATURE. 


OPERATIVE METHODS, TECHNIQUE AND TREATMENT. 


Laparotomy in the Practice of Gynzcology. 


Darticuss (L.). Revue de Gynécol. et de Chirur. Abdom., September- 
October, 1906.—This paper forms part of the Livre d’Or presented to 
Professor Pozzi by his pupils and colleagues as a souvenir of his 20 years 
of teaching at the Hospital Broca. It is based on the study of 1,000 
laparotomies, at which the author assisted, and of some others performed 
by the author himself, that is to say, it is chiefly a record of the operative 
technique of Professor Pozzi with some added details practised by Dartigues. 
Among much that is generally practised elsewhere there are some points 
which are perhaps worth mentioning. In cases of carcinoma of the cervix 
Pozzi performs an elaborate cleansing of the growth with the actual cautery 
immediately before removing the uterus through the abdomen in order to 
dispense with the use of the L-shaped vaginal clamps, which, in his 
opinion, sometimes endanger the ureters. Dartigues strongly recommends 
his own form of automatic retractor of the abdominal wall, which is a 
modified combination of the instruments of Doyen and of Gosset; also his 
hysterolabe for seizing the uterus without damaging it, which is so made 
that the blades can be covered with indiarubber tubing at will. He places 
his patient in the Trendelenburg position, and manipulates and massages 
the abdominal wall before making his skin incision, and claims that in 
this way he largely empties the veins, superficial and deep, of the lower 
abdomen and diminishes the calibre of their corresponding arteries, so 
that he is able to dispense with the use of clips for the vessels of the 
abdominal wall. He declares that in 100 laparotomies during the last 
14 months he has not used a single clip for this purpose, and has thereby 
saved much valuable time. He emphasises the danger of rapid changes 
to or from the Trendelenburg position in elderly patients, and in those 
with arterio-sclerosis, cardiac or pulmonary disease. He has had some 
experience of the transverse skin incision just above the symphysis pubis 
followed by division of the deeper layers of the abdominal wall in a 
longitudinal direction. This gives an “esthetic” scar hidden by the 
pubic hair, but is only useful for some cases, where a comparatively small 
opening in the abdomen is enough, and has the disadvantage of giving 
rise to much greater bleeding than the longitudinal skin incision. Pozzi 
incises the rectal aponeurosis strictly in the middle line, but before sewing 
up the abdominal wall opens each rectal sheath and fixes the two recti 
closely together along their inner borders. He isolates the field of operation 
with three large muslin plugs. One end of each of these projects through 
the abdominal wound, and they are all previously wrung out of a solution 
of warm sterile artificial serum, so that they may irritate the peritoneal 
surface of the intestines as little as possible. This practice is warmly 
advocated by Dartigues. The author describes a method of intra-peritoneal 
shortening of the round ligaments, which has been published recently by 
himself and Caraven, and which he terms “ Intra-peritoneal shortening of 
the round ligaments by retro-uterine ligamentopexy (sic/).” In this 
operation he makes an opening through each broad ligament in the angle 
between the tube and the uterus, draws through it a loop of the round 
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ligament on each side, and stitches the two loops together behind the body 
of the uterus. He mentions a device of his own, which is designed to 
prevent the slipping of ligatures placed on pedicles (presumably in cases 
where ordinary transfixion is not practicable). After tying the pedicle 
the ends of the ligature are left long, and with these the tissues above the 
ligature are transfixed. The free ends are then tied again across one 
free edge of the pedicle above the original site of the ligature. He prefers 
subtotal hysterectomy to total in cases where vaginal drainage is not 
needed, on the ground that this operation leaves intact the utero-vesical 
and utero-sacral ligaments, and to a large extent also the pelvic floor. In 
abdominal hysterectomy for carcinoma he emphasizes the importance of 
dividing the utero-sacral ligaments before dealing with the other attach- 
ments of the cervix to facilitate the drawing up of the uterus from the 
pelvis. In large ovarian tumours with numerous adhesions he recommends 
“evisceration” of the contents of the tumour by the hand introduced 
through a large opening in the tumour wall. In intra-ligamentary 
tumours, especially in the case of large cysts, he says he has noticed that 
the ureter is most often fixed to the internal surface of the posterior layer 
of the broad ligament. Where there are large pyosalpinges and collections 
of pus in the pelvis, he advises aspiration “done with infinite precautions,” 
as rendering extirpation more easy, but considers that removal without 
opening is better still, where possible. If the collection is ruptured 
accidentally he deems it better to plug the rents than to mop up the pus 
by degrees as it comes out. After enucleation of the abscess he applies 
90 per cent. alcohol or the actual cautery to oozing surfaces. Where there 
is a large raw area left, he has in some cases sewn the pelvic colon along 
the top of the ligamentary peritoneum so as to make a sort of peritoneal 
tent, which isolates the rest of the peritoneum from the raw area. In such 
cases of course the raw area must be drained through the vagina. However, 
he thinks that it is often better to use Mickulicz’s method of drainage. 
He approves of the removal of the uterus, together with the appendages, 
as being often the best and most rapid method of hemostasis in some cases 
of ectopic gestation. After total abdominal hysterectomy Pozzi uses one 
gauze drain from Douglas’s pouch to a point just within the vulva, which’ 
he leaves in situ for five days, and a second along the posterior wall of 
the vagina only to absorb the fluid draining away. This latter drain is 
changed daily. After subtotal hysterectomy he cauterizes and dilates the 
cervix and drains through the cervical canal in some cases. In exceptional 
cases he splits the cervix posteriorly, continues the division of the cervix 
well into Douglas’s pouch and drains through the opening so made. 
Before sewing up the abdominal wall he horizontalizes his patient in order 
to make sure of hemostasis. He draws attention to the danger of oozing 
which may occur, or even a rise of blood pressure dangerous to the 
security of ligatures, as the result of serum injections given within a few 
hours of operation. To this he attaches great importance. The paper is 
well and clearly illustrated. G. F. Darwai SMITH. 


The Radical Abdominal Operation in Carcinoma of the Cervix 
Uteri. 

Wertuem (E.). Surgery, Gynecology and Obstetrics, January, 1907.— 
Prof. E. Wertheim, of Vienna, delivered an address on the above subject 
to the Chicago Medical and Gynecological Societies on October 10th, 1906. 
In his introductory remarks he said that to the vaginal uterine extirpation 
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the name “German operation” was applied, but the radical abdominal 
operation could with equal justice be termed the “German-American 
operation.” He paid a tribute to various eminent Germans and Americans 
who had been led to adopt this method of operation in preference to the 
vaginal one on account of recurrence being so frequent after the latter 
operation. He had come to the conclusion that failures in this abdominal 
operation were due to the fact that the attempts were not executed with 
the necessary perseverance. In 1898 he had turned his attention to this 
subject, and had concluded that only by preliminary exposure of the 
ureters could a thorough and effective extension of the abdominal operation 
be attained. In this way extensive areas of parametrium and lymphatic 
glands could be removed with the uterus. 

Technique of the operation. The cancerous portion of the cervix is 
first thoroughly scraped and burnt with a Paquelin’s cautery, and the 
vagina carefully disinfected. The abdomen is opened with the patient 
in the Trendelenburg position. 

1. “ By dividing the posterior layer of the broad ligament the ureters 
which appear through the peritoneum are exposed up to their entrance 
into the parametrium. It is necessary to avoid isolating them all around, 
and their surrounding vascular net work must be spared as much as 
possible. 


2. “ After dividing the peritoneum the bladder must be separated from 
the uterus. 

3. “Then follows the ligation and division of the infundibulo-pelvic, 
the broad and round ligaments. The order in which these three steps 
follow one another may be varied. 

4. “The next step is the ligation and division of the uterine vessels 
with the surrounding cellular tissue. For this purpose the following 
manipulation serves: The index finger of one hand is pushed along the 
ureter through the parametrium towards the bladder until the tip of the 
finger appears there ; the vessels are then raised on the finger which covers 
the ureter, so that the ligation and division of the vessels can take place 
without injury to the ureter. The bleeding from the uterine ends of the 
vessels is stopped by clamps or ligatures. 

5. “ As soon as the uterine vessels are divided the vesical portion of 
the ureters has become easily accessible, and the separation of the ureters 
can bé readily completed. In simpler cases the vesical end of the ureter 
separates without any difficulty, partly by using the blunt end of the 
finger, and partly with a few strokes of the scissors, up to its ending in 
the bladder, and the bladder itself is separated in its deeper part from the 
tumour and the vagina. If the ureter is fixed the advantage of the 
abdominal route is most apparent, as by careful separation one can 
separate even firmly fixed ureters from the tumour without any danger to 
them. 

6. “ Next follows the separation of the rectum from the vagina. The 
isolation of the carcinomatous organ has now been sufficiently effected, 
and its removal follows. 


7. “For this purpose the parametrium is divided as closely as possible 
to the pelvic wall; and 

8. “The vagina is cut across. The seventh step can be carried out 
without any loss of blood by applying to the parametrium, before dividing 
it, four or five bent clamps on each side, which can be replaced later by 
ligatures. Before the eighth step is begun the vagina is cleaned out again 
by dry-wiping with sterile gauze. To avoid infection from the cancer 
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strong clamps are applied to the vagina before its division, so as to 
isolate the cancer from the vagina, which is divided below these clamps. 


Bleeding from the para-vaginal tissue is stopped by stitching around the 
vaginal stump. 


9. “ For the purpose of extirpating the lymphatic glands in the neigh- 
bourhood it is necessary to prolong the incision of the peritoneum upwards. 
The great iliac vessels are, as a rule, already bare; if not, a blunt division 
of the cellular tissue with the finger suffices. Every lymphatic gland at all 
enlarged in the region of these vessels, up to where the aorta divides, and 
downwards as far as the obturator foramen, must be extirpated. Careful 
checking of the bleeding must be undertaken here also. 


10. “ The wound must be treated as follows: The cavity created by the 
removal of the tumour is filled in loosely with iodoform gauze, which 
extends to the vulva. An exact closure of the peritoneal cavity over this 
gauze drainage is effected by the sewing up of the anterior and the 
posterior flap of the peritoneum. The final step is suture of the abdominal 
incision in layers.” 

The strips of iodoform gauze are removed in from 5 to 10 days, 
successively. The bladder is usually paralysed, and must be emptied by 
catheter at regular intervals, and it should be washed out with boracic or 
other suitable solution. The bladder recovers its function when the 
patient gets up about the 15th day. In some cases a uretero-vaginal 
fistula developes in a few days. The fistula may close of itself after 
cauterization with iodine or copper sulphate, but if it remains open a 
nephrectomy is preferable to re-implantation of the ureter. In three cases 
in which nephrectomy was necessary the operation was well borne. 

Three hundred and forty-five cases have been treated in this way. At 
first the operation took from two to two and a half hours, but lately it 
has been possible to do it in from one to one and a quarter hours. At first 
the death-rate was from 15 to 18 per cent., but in the last 100 cases only 
8 have died as a result of the operation. For over a year spinal 
anesthesia with stovain and adrenalin was used with good results. 

Histological examination of the lymphatic glands removed showed that - 
in 28 per cent. of the cases the regional glands were cancerous. The 
glands between the external and internal iliac arteries and in the region 
of the obturator foramen were most often affected. In 22°5 per cent. 
of the cases the tissues of the parametrium were found to be cancerous. 
In about 14 per cent. of all cases, though there was considerable infiltration 
no carcinoma could be found. 

The cases have all been kept under observation, and after five years 
60 per cent. have remained free from recurrence, a result, the author claims, 
not yet obtained by anyone else. He also claims that he has operated on 
50 per cent. of the cases of cancer which have come under his observation, 
thus exceeding the percentage of cases heretofore considered operable. 

In comparing his method of operation with the extensive vaginal 
operations after the method of Schuchardt, he says that (1) “these extensive 
vaginal operations are more difficult than extensive abdominal ones; (2) 
that to-day there is no difference in the mortality of the two operations ; 
(3) that, in spite of all skill and technique, the vaginal operation does not 
permit the removal of as much of the parametrium as the abdominal; 
(4) that the vaginal operation by no means permits the removal of the 
glands which lie on the iliac vessels.” The paper is enriched by 16 fine 
illustrations. RoBERT JARDINE. 
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A Method of Peritoneal Grafting. 


Lorwy (Rosprrt). Revue de Gynécol. et de Chirur. Abdom., September- 
October, 1906.—This method makes use of omentum for covering raw 
surfaces left after myomectomy or for covering the raw surface of pedicles 
and so forth. Pieces of omentum are completely separated from their 
attachments, and are attached to the raw areas in question. Reports are 


given of two cases of myomectomy, one case of hysterectomy, and one of 
salpingectomy, as well as of other surgical operations in which the method 
has been used successfully. G. F. D. S. 


Operation for the Shortening of the Broad Ligament. 


HERTZLER (ARTHUR E.). Journ. American Med. Assoc., January 26th, 
1907.—The author bases his operation on the results of anatomical research 
on the adult and infantile pelvis. He finds that the peritoneum can be 
dissected from the pelvis complete, except from the fundus of the uterus, 
leaving the ligaments intact, so furnishing evidence that the accepted 
description of the broad ligaments is inadequate, and that they are true 
ligaments. He further holds that the peritoneum under no circumstances 
acts as a suspensory ligament. When the broad ligaments are exposed 
by the removal of the peritoneum two bands of fibrous tissue are seen 
extending laterally from the uterus. The upper one is arranged about the 
ovarian artery. The lower ligament approximately follows the course of 
the uterine artery, but some of its fibres unite with the upper portion of 
the vagina. The two bands unite as they approach the pelvic walls. 
Microscopically these ligaments are composed of dense bands of fibrous 
tissue, with an interlacement of smooth muscular fibres. The loose areolar 
tissue is situated between the two bands. In operating for prolapse the 
author exposes the lower band by a longitudinal vaginal incision, coupled 
with a transverse incision in front of the cervix. The uterine “end of 
the ligament is exposed by passing the finger between it and the vagina, 
thus getting below and behind it.” The ligaments are then divided 
between ligatures close to the cervix, the uterine artery being included in 
the ligature in cases near the menopause. The distal ends of the ligaments 
are then overlapped in front of the cervix and stitched in position with 
pyoctannin gut sutures. In patients of the child-bearing age the round 
ligaments have also been shortened. The author considers the results of 
this operation satisfactory. As to the correctness of his anatomical 
observations he feels confident. C. Nepzan LoNGRIDGE. 


Technique of Delivery by Abdominal Section. 


Davis (Epwarp P.). Surgery, Gynecology and Obstetrics, November, 
1906.—The author first describes the preparatory steps of the operation. 
For the prevention of hemorrhage he says he has never employed a rubber 
ligature. He says the hemorrhage is controlled by the hands of the 
assistant, who compresses the broad ligaments or encircles the uterus as 
the conditions in the case indicate. [From our experience of Cesarean 
section, which is a very large one, we have no hesitation in stating that an 
elastic ligature is unnecessary, it is also unnecessary to compress the 
broad ligaments or encircle the uterus with the hands. Compression of 
the uterus with hot sponges will control the bleeding in a natural way 
by causing retraction.] The author advises the hypodermic injection of 
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strychnine, atropine and ergot immediately after the uterus is emptied, 
and also tamponing of the uterus with iodoform gauze if it relaxes. 
[We have never had to give injections or tampon the uterus, and in the 
great majority of our cases there has been less blood lost than in an 
ordinary labour. We have never seen anything approaching post partum 
hemorrhage.] The abdominal incision advised is one long enough to 
allow of eventration of the uterus. [We prefer to incise and empty the 
uterus in situ before eventrating it, and this can be done through an 
abdominal incision of about 5in.] Silk sutures are used to bring the 
muscular layer together, avoiding the decidua, and then a continuous 
suture of catgut or fine silk closes the uterine peritoneum and the upper 
layer of the uterine muscle, and completely buries the silk sutures in the 
muscle. The abdominal wound is closed in the usual way. The vagina is 
finally swabbed out to remove all clots. Supra-vaginal amputation of the 
uterus and the Porro operation are also «lescribed. RoBERT JARDINE. 


On Vaginal Ceeliotomy. 


Diurssen. Miinch. med. Wehnschr., No. 38, 1906.—Since the intro- 
duction of this operation by Dihrssen in 1891 he has performed vaginal 
celiotomy 1,600 times, with a total mortality of 2 per cent. With 
increasing experience he has increased the field of this operation, and now 
performs vaginal cceliotomy in 80 per cent. of all cases in which he finds 
it necessary to open the peritoneal cavity. Two methods of performing 
vaginal cceliotomy are described—an anterior, in which the peritoneal 
cavity is opened through the anterior vaginal fornix, and a posterior, in 
which the opening is made through the posterior fornix. The anterior 
vaginal cceliotomy is the method claimed by Dihrssen as his, whilst the 
posterior he designates as the old American method. He recommends the 
posterior operation only for the extirpation of ovarian cysts during 
pregnancy. In all other cases he advocates the anterior operation. He 
also points out the impossibility of the occurrence of a vaginal hernia and 
of the formation of omental adhesions to the scar after this operation. 
Vaginal cceliotomy has somewhat fallen into disfavour from its close 
association with vaginal fixation of the retroflexed uterus on account of the 
difficulties in subsequent labours which have followed this operation. To 
obviate these difficulties, Diihrssen in 1895 introduced the modifications of 
vesicofixation and vesico-vaginal fixation for cases of movable retroflexion. 
The adhesions, being sero-serous, are then sufficiently yielding to allow 
the pregnant uterus to expand without difficulty. Dihrssen considers 
vaginal cceliotomy to be the procedure of choice in the operative treatment 
of retroflexion of the uterus. In vaginal ovariotomy the technique is 
extremely simple. Uterine myomata may also be removed by vaginal 
ceeliotomy, either by enucleation or morcellement. It is also available for 
cases of inflammatory disease of the uterine appendages, chronic pelvic 
peritonitis, suppurative parametritis and appendicitis. During a recent 
visit to America, where ventral cceliotomy is almost exclusively performed, 
Diithrssen demonstrated his methods of operation. In New York, Baltimore, 
Washington, St. Louis and Chicago he performed 34 operations—1 vaginal 
Cesarean section for eclampsia, 16 conservative vaginal cceliotomies for 
various conditions, 12 vaginal hysterectomies and 5 ventral cceliotomies. 
The American operators considered all these cases to be suitable for ventral 
ceeliotomy. After the 34 operations there was only one death—on the 
eighth day from embolism. Frank E. Tayor. 
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Anterior Vaginal Cceliotomy. 


Baupier (Samugn W.). Amer. Journ. of Obstetrics, January, 1907.— 
The author gives a detailed account of the history of the operation dating 
from 1890. Diihrssen, Schauta and Wertheim were the pioneers in this 
direction. A transverse incision in front of the cervix was first employed, 
but at a later period the operation was made easier, and freer access to the 
peritoneal cavity was gained by adding a vertical incision. The vertical 
incision should be free and made with scissors, the separation of the 
bladder from the anterior vaginal wall and uterus being readily accom- 
plished with the aid of the fingers. The fingers should continue to 
separate the posterior wall of the bladder from the peritoneum which 
forms its covering and also forms the anterior wall of the vesico-uterine 
pouch. “This separation should be carried upwards for at least two or 
three inches above the base of the vesico-uterine cul-de-sac.” Wide flat 
specula are then inserted and the vesico-uterine fold of peritoneum 
incised. The author discusses the indications for this operation, including, 
amongst others, cystocele. 

He separates the bladder from the uterus and from the vagina, 
and places it in such a position that the bladder rests on the posterior 
wall of the uterus, which is apparently made to support the bladder. The 
difficulty, danger and advantages of operating on adherent and inflamed 
adnexa by the vaginal route are discussed. In large fibromyomata the 
author advises pan-hysterectomy, the bladder being separated, the pouch 
of Douglas opened and the uterine arteries tied by the vaginal route, and 
the operation completed through the abdomen. Statistics as regards the 
mortality following operations by the vaginal route as compared with the 
abdominal route are given, and the freedom from hernia insisted on. 
The author points out the fact that the vaginal route is the more difficult, 
and hence demands greater skill on the part of the operator. 


C. Nepgan LONGRIDGE. 


The Use of Skopolamin-Morphine in Obstetrics and Abdominal 
Surgery. 

PENKERT, PRELLER and Gauss. Miinch. med. Wehnschr., January 23rd, 
1907.—Three papers appear on this subject by these three authors. 
Penkert records the results of this form of anesthesia from the University 
Frauenklinik at Freiburg. During the last year 400 major abdominal 
and pelvic operations have been performed, and in only 35 was general 
anesthesia used. The method of anesthesia adopted in the other cases 
was as follows:—Two hours before operation the patient received a 
subcutaneous injection of morphine hydrochloride and scopolamine hydro- 
bromide (01+°0003 grms.), repeated one hour later by a similar dose. 
Stovain ‘l gr. is then injected into the lumbar spinal canal with the 
patient in the sitting posture. The Trendelenburg position is never used. 
The combination of these drugs was used to avoid shock and prevent 
mental excitement, and it is claimed that in 80 per cent. of the cases there 
was complete anesthesia as well as complete amnesia. 

Gauss records the result of its use in 1,000 obstetric cases from the 
same klinik. He discusses its use from various standpoints. The amount 
of blood lost is well within the physiological limit, and is, if anything, less 
than normal. There was no difficulty in the birth of the placenta, which 
occurred spontaneously or with slight pressure in 99°1 per cent. of the 
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cases. The duration of labour, which, according to some authorities is 
greatly prolonged, is shown in these cases to be unaffected, while the forceps 
was used in 7°3 per cent. of cases, showing that artificial interference 
was not required more often than usual, while the absence of pain, the 
cries of the patient and impatience of relatives make its use most 
gratifying to the obstetrician. Symptoms of severe asphyxia in the child 
were seen in 9°6 per cent. of cases, while the mortality was 1°5 per cent. 
Thus the actual mortality in the case of the child would seem to be greatly 
decreased. 

Preller reports its use in 200 cases out of a total of 1,000 labours. In 
70 per cent. of the cases the anesthesia was cpmplete, while in 12 per cent. 
it was quite unsuccessful. The chief bad effect produced was interference 
with the heart’s action noticed in 25 per cent. of the cases. Labour seems 
to have been prolonged in 20—30 per cent. of cases. Atony of the uterus 
and hemorrhage occurred in five cases, while cerebral symptoms of the 
nature of delirium and hallucinations occurred twice. The author 
considers that with a little experience the use of scolopamin-morphium is 
a most valuable means of relieving the pains of labour. Certain definite 
contra-indications are mentioned, such as circulatory or respiratory 
affections, weakness of uterine contractions, anemia and any febrile con- 
dition. Local conditions, such as contracted pelvis and premature rupture 
of the membranes, are also contra-indications. E. Scorr CaRMICHAEL. 
















Tamponing the Puerperal Uterus. 


Unricn (G. A.). Surgery, Gynecology and Obstetrics, November, 1906. 
—The author strongly recommends this procedure in the treatment of post 
partum hemorrhage, also as a preventive measure. He says that in the 
Jefferson Maternity Hospital they have had no case of post partum hemor- 
rhage for some years, and he attributes this to the fact that in every case in 
which there is the slightest danger of hemorrhage the uterus is packed. 
The packing is also used in all cases where there are indications of septic 
infection, or where instruments or the hand have been passed into the 
uterine cavity. Iodoform gauze 5 or 10 per cent. is used for the uterine 
packing, and bichloride gauze for the vagina. Bichloride gauze should 
not be used for the uterus, as mercurial poisoning may occur. A special 
instrument may be used, but a uterine dressing-forceps answers admirably. 
The patient is placed in the lithotomy position with the hips at the edge 
of the bed, and the index and middle fingers are passed into the vagina, 
while an assistant presses the uterus downwards and backwards by supra- 
pubic pressure to bring the cervix near the vaginal outlet; the operator 
then slips two fingers into the cervix and lower uterine segment, and with 
the thumb and ring finger separates the vulve as with a speculum. The 
gauze is then packed into the uterus right up to the fundus with the 
packing forceps until the cavity is full. The vagina is then packed with 
bichloride gauze. This method of treatment has been adopted in 163 cases 
with good results. In 59 of the cases the temperature went above 100°F., 
and in 15 of these above 102°F. RoBERT JARDINE. 




















Experimental Proofs that Narcotics do not exercise a Paralysing 
Influence on Uterine Contractions. 
Kurpinowski. Archiv fiir Gyndkol. Bd. 80, H. 2.—The author 
gives the following results of his experiments on rabbits :—Chloroform 
does not influence uterine contraction. Chloral hydrate has a slightly 
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paralysing influence if administered in very large doses. Morphia, even 
in fatal doses, does not influence uterine contraction. Atropine does not 
influence uterine contraction. Scopolamine does not influence uterine 
contraction. Hatractum viburni prunifolit fluidum does not influence 
uterine contraction. By. T. &. 


Uterine Hemorrhage Treated by Styptol. 


HanprigLp-Jones. Folia Therapeutica, 1907. No. 1, p. 13.—As a 
result of the study of the action of this drug the writer comes to the 
following practical conclusions :—(1) That styptol is principally useful in 
cases in which there is an unhealthy condition of the uterine mucous 
membrane, and that it is of little value in cases in which fibroid, cancer 
or other new growth is present; (2) that it is of very little value in 
connection with pregnancy ; (3) that 2} to 3 grains may be assumed to bethe 
minimum dose, and may be repeated three to four times in the 24 hours, 
and that the exhibition of the drug should be continued for long periods 
of time; (4) that there is no necessity to leave off the drug during the 
menstrual epoch ; (5) that its action on the capillary circulation seems to 
exercise a soothing influence in congestive or inflammatory dysmenorrhea, 
although as yet there is no decided proof of its sedative action on the “large 
nervous centres.” The journal from which this abstract is taken is a new 
one devoted to publications on the progress of modern therapeutics and 
pharmacology. The first number contains several articles by writers of 
wide reputation. J. S. F. 


The Introduction of Drugs into the Mucous Membrane of the 
Uterus by Means of Electricity. 


ZimMMERN (A.). Revue de Gynécol. et de Chirur. Abdom., September- 
October, 1906.—The author uses the continuous current to introduce 
various drugs into the organism, taking advantage of electrolysis to effect 
their introduction. Thus he uses ascending or descending currents, as the 
case may be, to introduce substances which are anions or kathions respec- 
tively. This method of course is only applicable to those substances which 
are capable of ionization. He lays stress on the fact that drugs can thus be 
made to penetrate below the surface of the endometrium. Within the 
uterus he uses electrodes of silver, copper or zinc. Currents of 15 to 
50 milliampéres are applied for five or ten minutes twice a week. He 
strongly recommends a zinc anode used in this way for uterine hemor- 
rhage. In the same way he advises the use of a silver electrode at the 
beginning of the chronic stage of gonococcal metritis. The effect of this 
treatment is said to be very rapid, but it is useless for cases of long 
standing. Acute, subacute or purulent inflammation of the appendages 
is an absolute contra-indication to the treatment. Some are said to prefer 
a copper electrode for gonococcal or indeed for any form of chronic 
metritis. Lately the author has attempted to treat the ovary in the same 
way by means of cotton wool plugs soaked in various solutions, attached 
to the requisite pole of a battery, and placed in one or other lateral 
fornix of the vagina. His researches with this treatment are, however, 
as yet incomplete. G. F. Darwa.t SMITH. 
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Uterine Prolapse: A Review of some of the Recent Operations, 
with a Description of a New One. 


Martin (Frankuin H.). Surgery, Obstetrics and Gynecology, 
February, 1907.—The author points out that there are two diaphragms of 
the pelvis which normally lie parallel to each other and in apposition. 
The upper one extends from the attachment of the sacro-uterine ligaments 
to the ramus of the pubes, a part of which is the anterior vaginal wall, 
the cervix and the peritoneum covering the sacro-uterine ligaments. The 
lower one (whose exposed upper surface is the posterior vaginal wall) is 
from the sides and tip of the coccyx posteriorly to the tuberosities of the 
ischium laterally and the rami of the pubes anteriorly. In the earlier 
operations only the lower diaphragm was reinforced, and the prolapse 
soon recurred. Removal of the cervix and also the removal of an elliptical 
area from the redundant anterior wall was also tried, but even with that 
relapses occurred. For a successful operation it is necessary to deal with 
the upper diaphragm, and not only its mucous covering but the ligamentous 
and muscular supports of the uterus. Freund tried to prevent uterine 
prolapse and cystocele by blocking the descent of the upper diaphragm, by 
inverting the uterus posteriorly into the vagina and attaching the exposed 
fundus to the anterior and posterior vaginal walls. This was effectual by 
the pull exerted by the twisted broad ligaments, round ligaments and 
sacro-uterine ligaments. Fritsch modified this by delivering the uterus 
through an anterior vaginal incision and attaching it to the anterior 
vaginal wall with the fundus free in the vagina. Wertheim and Watkins 
working independently accomplished the same results by a more surgical 
proceeding. They delivered the fundus through an anterior incision after 
separating the bladder, and then secured it beneath the bladder, under, 
and attached to, the anterior vaginal wall. The cervix was thus drawn 
high into the hollow of the sacrum, and the descent of the bladder was 
blocked by the fundus, and the pull exerted on the twisted ligaments kept 
up the centre of the upper diaphragm. Abdominal fixation of the uterus 
has also been tried and some have advocated abdominal hysterectomy and 
then fixation of the cervical stump to the anterior abdominal wall. 
After supra-vaginal hysterectomy for fibroids, cervical and vaginal 
prolapse with cystocele sometimes occurs, and to prevent this the tops 
of all the severed ligaments and cervix have been stitched together to 
produce a centre support to the cervix and anterior vaginal wall. In 
America the Mayos were the first to demonstrate and carry this out. 
When the cervix was removed the ligaments were attached to the top of 
the vagina. In vaginal hysterectomy the same procedure has been adopted. 
This has clearly shown that vaginal prolapse with cystocele is due to the 
want of support of the upper diaphragm by the natural ligaments of 
the uterus, and that it is not necessary to employ the uterus as an 
immovable pessary for this purpose. Dudley's method is to separate the 
bladder from the uterus and anterior layer of the broad ligaments and 
then unite the broad ligaments in front of the uterus on the level of the 
os internum which supports the organ and draws the cervix high in the 
hollow of the sacrum. The Mayos remove the uterus through the vagina 
in old women, and then suture the broad and round ligaments to the 
anterior and posterior vaginal columns. Martin’s operation is as follows: 
Through a T-shaped incision on the anterior vaginal wall the bladder is 
thoroughly separated, as in the Wertheim method. The uterus is then 
delivered through the incision, and the broad ligaments and round 
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ligaments secured with strong crushing forceps, and the uterus is freed 
from them on the left side. The uterine artery of the left side is secured 
and the uterus severed from the cervix at the level of the internal os; 
the right uterine artery is now secured, and the broad ligament and round 
ligament are dealt with, and the body of the uterus is removed. The 
severed surface of the cervix is caught with volselle. The upper portion 
of each broad ligament is now ligated and secured across the severed 
portion of the cervix, and to each other. The round ligaments are also 
ligated and sutured to the top of the cervix. Finally, the peritoneum 
posterior to the cervix is secured, together with two folds representing the 
sacro-uterine ligaments and sutured over and to the cervical stump, so as 
to cover it with peritoneum and make taut the sacro-uterine ligaments. 
When the cervix is released it is drawn high up into the pelvis. The 
vaginal incision is then closed, and, if the anterior vaginal wall is lax, 
the edges of the longitudinal incision are first trimmed so as to narrow 
the passage. Finally the vaginal outlet is narrowed by a flap-splitting 
perineorrhaphy. Ropert JARDINE. 


Technique of eery 3 Lacerations in the Anterior and Posterior 
Segments of the Pelvic Floor and Perineum immediately 
after Labour. 


Uxricu (G. A.). Surgery, Gynecology and Obstetrics, November, 1906. 


—The patient is placed in the lithotomy position with the buttocks 
projecting slightly over the edge of the bed. The legs are protected with 
sterile leggings or towels. The uterus is grasped through the abdominal 
wall to prevent relaxation, and ample time is given for the placenta to 
separate and descend. When the placenta is delivered all blood-clot is 
removed by a vaginal douche and swabs, and the parts are separated and 
inspected. The anterior tears occur on one or both sides, and sometimes 
in the middle line near the urethra. The tears are carefully closed with 
chromicized catgut. When the tear is near the urethra care must be taken 
not to include it in the suture. A catheter may be used as a guide. As 
there is a bountiful blood supply, the stitches should be passed deeply to 
prevent further hemorrhage. The posterior lacerations are divided into 
three degrees. Those of the first degree involve the mucous membrane, 
the fourchette and possibly the upper layer of fascia with a little muscle ; 
those of the second degree extend down to, but do not involve, the coat of 
the bowel ; while those of the third degree extend into the bowel, and make 
one canal of the lower part of the rectum and vagina. The operator 
should know definitely the muscles, fascia and different parts of the 
perineal body, with their relations. Some writers place most stress on 
the muscles, but Ulrich holds that the fascia is the chief support of the 
pelvic organs, and maintains that it is of the utmost importance to bring 
fascia to fascia when it has been torn. To expose the tear place the middle 
finger of the left hand in the rectum, and open the vagina with the ring 
and forefingers of the same hand; then flex the middle finger in the 
rectum, and this throws the entire posterior vaginal wall into view. The 
internal laceration is then carefully closed with chromicized catgut, using 
interrupted sutures. The entire tear must be included in the suture. 
These sutures stop at the junction of the skin and mucous membrane; the 
caruncles may be taken as the lower limit. Silkworm-gut sutures are then 
used for the perineum, passing them deeply enough to include the whole 
tear, so as not to leave a dead space. These sutures are all passed before 
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any are tied. When the sphincter is torn, the torn ends of the muscle 
must be definitely located, and the suture, when tied, will bring the ends of the 
muscle into apposition. Then a second suture is passed through the fascia 
covering the muscle to make the union complete. These sutures are buried 
by closing the perineum with the silkworm-gut sutures, which should be 
passed so as to include the torn end of the sphincter and reinforce the 
catgut suture. When the rectum is torn into, the first step is to close the 
bowel wall,,and this may be done in two ways—either by passing the 
sutures from the bowel, taking care not to pass them deeply, or by 
passing them from the vaginal side, partly, but not entirely, through 
the mucous membrane, bringing it together without any part of the suture 
getting into the bowel. A continuous suture is used, beginning at the 
upper part of the tear. The latter method is preferable, as the suture 
does not become infected. After the bowel is closed the remainder of the 
tear is closed as in a deep laceration. The subsequent treatment is to 
keep the parts clean by pouring lysol, boracic, or normal saline solution 
over the vulva. Douches are not indicated. The silkworm-gut sutures 
are removed in 8 or 10 days, but if they cut or become infected they should 
be removed at an earlier date. The bowel should not be kept locked, but 
should be moved on the second day by a cathartic pill or an enema of 
warm olive oil. ROBERT JARDINE. 


The Technique of the Chicago Lying-in Hospital and Dispensary. 


De Lez (Joszpn B.). Surgery, Gynecology and Obstetrics, December, 
1906.—The author gives a very elaborate description of the method of 
conducting the work in the various departments of the hospital. The 
satchel which contains everything required for a normal labour at the 
patient’s house has in it some 27 articles, including a douche can and 
three basins. There are no midwifery instruments in it. The labour 
records are most elaborate and must necessitate several hundred entries 
under different headings. The kind of cry the child gives has to be 
noted, how fat the child is and how much vernix caseosa and lanugo are 
present. Most elaborate measurements have also to be taken. If the 
American students fill in these records accurately they must differ some- 
what from their brethren on this side of the Atlantic. | RoBErT JARDINE. 


A Contribution to the Prophylaxis and Treatment of Mastitis. 


Stiassny (S.). Gyndkologische Rundschau. Bd. i., Heft 1—The 
object of this paper is to bring forward the value of Bier’s congestive 
method in the treatment of mastitis. The frequency, form and mode of 
origin of puerperal mastitis are briefly given ; two chief types are distin- 
guished—(1) obstructive or congestive mastitis, arising in connection with 
the onset of lactation, associated with retention of the milk, and charac- 
terised by diffuse swelling and redness of the whole breast, high pulse 
and temperature and severe pain. Fissures of the nipple are absent. This 
is the mild form. (2) Mastitis due to lymphatic infection from a fissure 
of the nipple, giving rise to isolated areas of inflammation in the breast, 
superficial or deep. This is the severe form. The older methods of 
treatment are discussed—compression, suspension, cold and hot applica- 
tions and incision, and their inadequacy is pointed out. Mastitis is one 
of the most obstinate diseases to treat. The treatment by Bier’s congestive 
method is then described. It is obviously impossible to produce congestion 
jn the breast by means of bandages. Klapp has devised large glass cups 
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of various sizes for this purpose. These are fitted with an exhaust pump, 
so that the pressure within can be lowered to any desired degree. Between 
the cup and the pump is a 3-way tube, so that the pump can be removed 
when the cup has been applied, and, if desired, air can be let in, and the 
pressure varied. The cups have a broad flange which it is best to lubricate 
before application. The use of a manometer is unnecessary. To gauge 
the proper amount of pressure—experience is necessary—the best indica- 
tions are the amount of hyperemia and pain produced. Klapp recom- 
mends an application of 20—30 minutes; exhaustion should be made for 
5 minutes, and then air let in for 5 minutes, and so on; or a single 
continuous application for 10 minutes may be made. Details of nine cases 
belonging to the first type are then given. Some of these were first treated 
for two or three days by the old method, then Klapp’s method was used ; 
others were treated from the first by the latter method. The treatment 
was uniformly successful, and effected a cure in from 4—5 days. The 
pain disappeared after the first application, and the temperature fell 
quickly ; both diffuse swelling and localized infiltration disappeared with 
extraordinary rapidity. The treatment must be persisted with for a few 
days after acute symptoms have subsided. Many failures by this method 
have been described. The author quotes one case, but points out that this 
patient had had her resistance lowered by severe sapreemia. Cases of the 
second type are then described ; these begin with severe pain and tempera- 
ture and localized areas of swelling, proceeding to abscess formation. If 
Klapp’s method be used early enough spread of inflammation is controlled 
and abscess formation prevented. If abscesses are present they should be 
punctured by a small incision, and the pus should be used daily until 
the inflammation has completely subsided. This treatment has obvious 
advantages over the long incision and counter-incision usually employed. 
Altogether the author speaks very enthusiastically of the treatment of 
mastitis by this means. True, there are sometimes failures, but the 
successes more than compensate for these. He lays great stress on the 
employment of the method in the earlier stages; it then acts as a 
prophylactic against the severer course of the disease. 
Earpiy L. Houuanp. 


VULVA VAGINA, URETHRA, Etc. 
Tuberculosis of the Vulva. 


Bunper (X.). Revue de Gynécol. et de Chirur. Abdom., September- 
October, 1906.—The author discusses this condition under six headings :— 

I. Pathological anatomy. Until lately the only recognized form of 
tuberculosis of the vulva was the ulcerating variety. Both Poeverlein and 
the author, however, have shown that there is also a hypertrophic form, 
which is the rarer, and which needs numerous sections for its certain 
diagnosis under the microscope. 

(1) Ulcerating tuberculosis. The author has collected 29 cases, includ- 
ing one of his own, and he gives short descriptions of these. The appear- 
ances are very various, but ulceration is always the predominant lesion, 
and the ulceration is usually of the classical tuberculous type. In the 
majority of the cases there is also some hypertrophy of the parts affected. 
Histologically typical tuberculous lesions are found. 

(2) Hypertrophic tuberculosis without ulceration. Only three examples 
of this are known to the author, viz., Poeverlein’s, one of his own, which he 
has published previously, and a third, which he publishes now for the 
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first time. Full descriptions of his own cases with admirable figures of 
the macroscopic and microscopic appearances follow. No bacilli were 
found in Poeverlein’s case, but the specimen had been in spirit for 
seven years before it was examined. In the author’s cases bacilli were 
found, but only in very scanty numbers. Under the microscope typical 
tuberculous lesions were found in the corium, but the overlying epithelium 
was intact. 

II. Ettology—pathogeny. Eight of the 32 cases collected in this paper 
occurred in children, ranging between the ages of 7 months and 6 years. 
All the others occurred in adults of from 30 to 40 years, except Kelly’s 
patient, who was aged 55. Montgomery’s case dated from an abortion, and 
the author’s first case apparently started during a pregnancy. Some of 
the cases were secondary to uterine or vaginal tuberculosis, which had 
spread to the vulva by continuity. Others appeared in the last stages of 
generalized tuberculosis. More often they were secondary to pulmonary 
phthisis, and most frequently of all to intestinal tuberculosis. Infection 
can occur either through the blood-stream or from linen soiled with 
expectoration or tuberculous stools. The first channel of infection seems 
the least common. Primary cases perhaps owe their origin to infection 
from the hands or from soiled linen. In Schenk’s case the child had long 
played with two children who were known to be tuberculous. It is also 
probable that direct inoculation may take place in sexual intercourse. 
The infection almost certainly came from a tuberculous husband in Rieck’s 
case, and probably so in Montgomery’s. The evidence for such a possibility 
is reviewed, including Girtner’s and Spano’s experimental proof of it in 
rabbits and guinea-pigs. Both Popoff and Gorowitz have shown experi- 
mentally that some traumatism, however slight, is also necessary. Trauma 
may be a factor in secondary cases as well, as is seen in Deschamp’s 
case ; or a latent tuberculous focus in the vulva may be stirred to activity 
by some traumatism, as happened in one of the author’s cases. 

III. Symptomatology. There is usually no pain, though there may be 
smarting micturition in the ulcerating form. Sometimes there is intense 
pruritus (3 cases). Usually the patient only complains of the ulceration 
or of the hypertrophy of the skin of the vulva. The glands are not always - 
affected. 

IV. Prognosis. This is only of interest in the primary cases. Some- 
times there is rapid generalization and death, especially in children 
(Demme). In other cases the course of the disease is extremely slow. 
Viatte’s case had been in progress seven years when first seen, Montgomery’s 
five years, one of the author’s seven years, and Poeverlein’s seventeen years. 
In spite of this the prognosis is serious. Some cases seem cured by treat- 
ment, but quite often the most persistent recurrence takes place in spite 
of the most active treatment. 

V. Diagnosis. Diagnosis of the ulcerating or hypertrophic ulcerating 
variety is easy where the disease is secondary. In primary cases it is 
occasionally difficult. The ulceration is not always characteristic, and 
other kinds of ulceration may simulate tuberculosis. The diagnosis from 
anovulval diphtheria and from noma in children is discussed, and in 
adults from soft chancre, some forms of syphilitic chancre, late secondary 
syphilitic ulcerations, phagedenic tertiary syphilis and epithelioma. 
Biopsy is strongly recommended in any case where there is ulceration, and 
the diagnosis is doubtful. Diagnosis of the non-ulcerating hypertrophic 
variety before operation is impossible. It simulates every kind of vulval 
neoplasm, ¢.g., elephantiasis (one of the author’s cases), and sarcoma 
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(Poeverlein’s case). Biopsy is untrustworthy, for the tubercles are scanty 
and often quite deep in the tissues. Diagnosis is only possible from a 
complete microscopic examination of the whole tissue removed at the 
operation. 

V. Treatment. In secondary cases only palliative treatment is 
permissible. In all primary cases free removal of the disease should be 
practised as early as possible. 

Fairly full accounts of the 32 cases brought together by the author 
are added. In an addendum a case of lupus of the vulva, published by 
K. Bender in 1888 is mentioned ; also 14 cases of tuberculosis of the vulva 
recorded by Jesionek in 1904; and 1 published by Logothetopoulos in 
1906. These were unknown to the author at the time his paper was 
written. A short abstract of Logothetopoulos’s case is given at the end. 


G. F. DarwaLL SMITH. 


Tuberculosis of the Female Urethra. 


Hartmann (Henri). Annales de Gynécol. et d’Obstét., January, 1907.— 
The author relates an interesting case of this nature which occurred in a 
young woman, et. 27, who had a well-marked tuberculous family history. 
She had suffered for nearly six years with pain and frequency of 
micturition, and in spite of several local operations reported herself no 
better. On examination Hartmann discovered in the region of the 
urethral orifice a grey craterform depression with expanded and thickened 
edges. On exploration of the urethra with bougies this was found to be 
considerably stenosed, and a well-marked stricture existed 2cm. from the 
external meatus. Operation was decided on, and the urethra being freed 
it was excised as far as the upper limits of the structure. The upper cut 
ends of the mucous membrane were then sutured to the meatus and 
surrounding structures. The operation was completely successful. 
Examination of the parts removed proved them to be the seat of well- 
marked tuberculous deposit and resembling very much similar conditions 
lately described as occurring in the cecum, sigmoid, and rectum. These 
latter affections have often wrongly been described as syphilitic, especially 
when associated with hypertrophy of the mucosa and contraction of the 
lumen. It is noteworthy, as Hartmann points out, that hypertrophy and 
stenosis may be present at the same time, as was the case in the 
portion of urethra he removed. Careful microscopical examination revealed 
the facts that the urethral walls were considerably thickened, especially 
the submucous coat, and that in this situation well-marked tuberculous 
nodules were present. Endeavours to isolate Koch’s bacillus were negative, 
but a guinea-pig inoculated with some of the suspected material rapidly 
became emaciated, and on being killed, tuberculous lesions were found to 
be present in the tracheal and bronchial glands. Strictures of the female 
urethra are exceptionally rare, but have lately been described by Genou- 
ville, Pasteau, Imbert and Soubeyran. In most cases their origin has 
been thought to be traumatic or gonorrheeal, but the fact must not be lost 
sight of that tuberculosis may sometimes be a factor in their development. 


C. Husert Roserts. 


Urethral Bacteria as a Factor in the Etiology of Cystitis in 
Women. 
Taussia (Frep J.). Amer. Journ. of Obstet., October, 1906.—Examina- 
tions were made of the urethral secretion in 45 women free from any 
disease of the urinary tract. The patient was put on the table with the 
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thighs separated, and while an assistant held the labia apart the meatus 
was dried with a piece of sterile cotton wool, and a platinum loop passed into 
the urethra, special care being taken to avoid contact with the edge of the 
meatus. The loop was passed in about $cm. and gently rubbed against 
the wall of the urethra in various directions. The material thus obtained 
was inoculated upon fluid agar and poured into a Petrie dish. 

The conclusions arrived at were as follows :— 

1. The normal urethra is sterile in only a small proportion of cases. 
It was found sterile in 8 cases out of 45. 


2. In about half of the total number of urethre examined pathogenic 
germs were present. 


3. Of the pathogenic bacteria found the staphylococcus pyogenes albus 
was the most common. The occurrence of the colon bacillus seems very 
variable, and was only isolated in three cases. 


4. That these urethral bacteria are actually carried into the bladder 
by catheterization is shown in eight examinations, in which the urethral 
secretion and the urine obtained by catheterization were compared. In 
six of these cases the bacteriological findings were identical. 


5. Irrigation of the urethra with boric acid removes a large proportion 
of the bacteria. 


6. The protection afforded by the use of a double catheter is not 
complete. 

In cases where repeated catheterization becomes necessary the author 
advises the use of urotropine and irrigation of the urethra, as the only 
reliable prophylaxis against the production of a catheter cystitis. 

C. Nzepgan LonGRIDGE. 
Two Cases of Cysts of the Vagina. 


Hoéestrom. Virchow’s Archiv fiir Pathologische Anatomie. Bd. 187, 
Heft 1.—The author reports two such cases in multipare. A “ prolapse” 
occurred during pregnancy in each case, which increased towards the later 
months, which, the author holds, excludes true prolapse, the latter tending to 
disappear during pregnancy. The swellings reached the size of a child’s 
head, which seemed to exclude the vaginal glands as their source of origin. 
In discussing the etiology of the cysts, the author draws attention to the 
extreme difficulty of defining the precise origin of these cysts, as neither 
the structure of the cyst wall nor the contents of it in themselves give 
conclusive evidence as to their origin. He believes that most are embryonic 
in origin, arising either from the Wolffian duct or an unfused Miillerian 
duct. E. S. CarMIcHakL. 


Atresia Vagine in a Married Woman. 


Henperson (A.). Brit. Med. Journ., January 19th, 1907.—A woman, 
aged 30, had had five children. In none of her confinements were 
instruments used, and in most, including the last, she had been attended 
by a midwife. Her last confinement differed from those preceding in that 
severe pains lasted five hours instead of twenty minutes, and the child was 
a big one. On the resumption of coitus three months later there was 
dyspareunia. A year later the vagina was found to be occluded by 
cicatricial tissue due to lacerations produced at the last labour. A 
hematokolpos in the upper part of the vagina formed an abdominal 
tumour, above which was perched the pear-shaped uterus. The cicatricial 
tissue was incised and the vagina was restored. Frank E. Tayor. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, March 6th, 1907, Dr. Hurspert R. SPEncER, 
President, in the Chair. 


Artrr-History or A CasE oF Fisproip oF BroaD LIGAMENT ASSOCIATED WITH 
AN Ovarian Cyst. 
(Reported in the 43rd volume of the Society’s “ Transactions.”) 


Mr. ALBAN Doran read notes of a case where, in July, 1901, he removed 
a cystic tumour of the left ovary and a fibroma of the left broad ligament. 
After enucleation of the solid tumour he turned the pedicle of the ovarian 
cyst into the space between the layers of the broad ligament, which he 
then sewed over it. The right ovary was noted as small and normal. In 
January, 1906, Mr. Doran removed a cystic tumour of the same right 
ovary, which was of a perfectly innocent type. There were no adhesions 
on the left side of the uterus, a fact which seemed to demonstrate the 
advantages of the treatment of the pedicle adopted at the first operation. 

The PresipDENT said that he agreed that it was desirable, when possible, 
to bury pedicles in the broad ligament ; but that was not always practicable. 
The rate of disappearance of silk varied much in different cases. He had 
seen the silk completely disappear from ovarian pedicles in three months, 
leaving the stump at the cornu of the uterus smooth and quite free from 
adhesions. On the other hand, he had found silk present after seven years. 

Dr. Lewers said that he had performed abdominal section a second 
time in the same patient in a considerable number of cases. It was 
certainly not the case, that the pedicle left after removing an ovarian 
tumour, treated in the ordinary way, invariably contracted adhesions. 
He had several times seen it quite free from such adhesions. 

Dr. Peter Horrocks said he had several times seen cases where there 
were no adhesions over the stump after an operation performed a con- 
siderable time previously. He mentioned a recent case where the ovaries 
had been removed nine years before, on account of a fibroid tumour. The 
latter, however, began to grow and give trouble, and so was removed a 
week ago by panhysterectomy. No adhesions were found over the stumps 
of the old operation. He remembered other cases illustrating the same fact, 
and he was inclined to think that the greater the degree of asepsis the less 
likelihood there is of adhesions forming over the stump. He also thought 
that if the distal end was strangulated by the ligature being very tight, 
adhesions were apt to form. 

Mr. AtBan Doran maintained that the usual practice of leaving a 
ligatured pedicle bare in the peritoneum often led to extensive, if not 
dangerous, adhesions. Such was his experience of second ovariotomies on 
the same patients. Twenty years ago, when thick silks were applied to 
thick pedicles and the peritoneum irritated by sponges, this complication 
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was far more common than it was at the present day. Dr. Horrocks had 
referred to a different subject—removal of the ovaries for the cure of 
uterine fibroids. The pedicles projecting from a big fibroid uterus were 
in a position highly favourable to the development of adhesions. Mr. 
Doran observed that in 1901 he noted that two small subperitoneal myomas 
projected from the fundus. In 1906 he found that they had undergone 
no increase or diminution in size. 

Mr. G. F. Darwa.Lt SmirH read a short communication on a case of 


PERITHELIOMA OF THE UTERUS. 


A single woman, et. 38, a parlourmaid, was admitted into St. George’s 
Hospital in July, 1906, complaining of pain in the left side, and of more 
or less constant bleeding from the vagina for the preceding four months. 
Double ovariotomy had been performed for two ovarian cysts in 1904, one 
of which was suppurating. These cysts were reported to be cysto- 
adenomatous in character. The convalescence was uneventful, and the 
patient was discharged apparently well. After this operation menstruation 
ceased, and no discharge of any kind was noticed until the bleeding began 
in March, 1906. When re-admitted the cervix uteri was small and of 
normal consistence. The uterus was freely movable, and felt somewhat 
unusually light. Douglas’s pouch was empty, and there was no abnormal 
swelling in the pelvis. Fifteen days after admission the uterus was 
curetted. The tissue removed was reported to be peritheliomatous. It was 
almost entirely composed of cells of the growth, round, or slightly elongated 
in shape, budding off from the periphery of the smaller vessels. Some 
parts of the growth were quite necrotic. In what were probably the older 
parts of the growth, the cells, almost glandular in type, were arranged 
closely about the periphery of small vessels. The very few endometrial 
glands found in the sections below showed some evidence of proliferation of 
the cells lining them. Twenty-six days after admission total hysterectomy 
was performed by the abdominal route. The uterus was only slightly 
enlarged. After hardening it measured three inches in length externally 
and two and a half inches internally. The external appearances were . 
normal. At the fundus of the cervix and projecting down into the uterine 
cavity was a soft friable growth distinctly paler than the surrounding 
mucous membrane. The origin of the growth is more clearly shown in 
the tissue removed by the curette than microscopically by the sections from 
the site of the growth, but its peritheliomatous origin is still evident. 
Almost the entire growth is made up of cells of approximately the same 
character as the majority of those seen in the curetted tissue. There are 
only a few capillaries. Strands of elongated cells can be seen at intervals 
running into the growth from the region of the uterine muscle. These 
seem for the most part either to be or to contain small blood-vessels. No 
endometrial glands have been seen in any of the sections cut from the site 
of the growth. The growth can be seen to be infiltrating the uterine 
muscle at its base, and fairly numerous small round cells are visible 
scattered among the muscle fibres for some distance towards the peritoneal 
surface of the uterus. There is much less necrotic tissue to be seen in these 
sections than in those from the curetting. Sections taken from the cervix 
uteri showed nothing abnormal. 

Mr. Tarcert agreed that the sections exhibited a malignant growth 
infiltrating the wall of the uterus. But he regarded it as a sarcoma 
probably originating from the cellular stroma of the endometrium ; 
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whether it had begun in the sheaths or walls of the capillary vessels did 
not affect the general characters of the growth. When a sarcoma invaded 
a dense tissue-like uterine muscle it extended between the planes of fibres, 
and thus simulated the mode of infiltration of a carcinoma. A further 
investigation of the specimen was desirable. 

The Presipent (Dr. Hersert Spencer) then delivered his 


INAUGURAL ADDRESS, 


After thanking the Society for the high honour which it had conferred 
upon him, he proceeded to consider how far the “diseases” and “ peccant 
humours” of learning of which Bacon wrote in the “Advancement of 
Learning” applied to the advancement of obstetrical and gynecological 
knowledge at the present time. He believed that obstetrical and gyneco- 
logical knowledge was not altogether unaffected by the diseases of “vain 
words,” “vain matter” and “deceit or untruth,” and by the peccant 
humours of “ affecting antiquity or novelty,” “impatience of doubt and 
haste to assertion without due and mature deliberation of judgment,” 
and “the delivery of knowledge in a sort as may be soonest believed and 
not easiest examined.” He commended Bacon’s “ Register of Doubts,” but 
thought it should be used with Bacon’s caution, “that when the doubts be 
thoroughly sifted and brought to resolution they should be from henceforth 
omitted, discarded and not continued to cherish and encourage men in 
doubting.” It was time, he thought, that certain items should be expunged 
from their register of doubts. The President believed that some of Bacon’s 
criticisms of medicine 300 years ago were still applicable to it: it was still 
“ more professed than laboured, more laboured than advanced,” the labours 
being in some respects “rather in circle than in progression.” The 
“history of the case” which Hippocrates and Bacon thought so important 
in their days remained so still, for a complete history was often a partial 
diagnosis. They should not too readily pronounce cases of cancer 
inoperable or incurable and thus “enact a law of neglect and exempt 
ignorance from discredit.” Allusion was made to the value of statistics 
which ought to be “ truths expressed in figures,” with special reference to 
the statistics of cancer of the cervix and the fallacy of percentages. The 
common method of stating results in percentages after excluding the cases 
of death from the operation, of death from other causes and of those who 
did not reply to enquiries, would permit an operator with a 99 per cent. 
death-rate to claim 100 per cent. of “cures” if a single patient of 100 
operated on remained well for five years. He advised that no notice should 
be taken of results stated in percentages unless full details were given of 
the figures on which those percentages were based. The results of opera- 
tions for cancer of the cervix would only be greatly improved when the 
cases were obtained in the early stages by diffusion amongst women of 
knowledge of the symptoms of the disease, and by doctors recognizing that 
it was their duty to advise a local examination in every case of bleeding 
or discharge which might be due to cancer. Doctors should in their own 
interests advise examination, as failure to do so would render them liable 
to an action at law for negligence. 

After some allusion to the rules of the Society, the President expressed 
his satisfaction at the Union of the Obstetrical and Gynecological Societies. 
to form a section in the new Royal Society of Medicine. He looked upon 
the amalgamation of the various London Medical Societies as but a step 
towards a far more important union, viz., that of the Royal College of 
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Physicians with the Royal College of Surgeons to form a Royal Academy 
of Medicine. 


The following specimens were shown :— 


Dr. Buacksr: (1) Suppurating Fibroid Tumour of Uterus; (2) A Case 
of Chortoneynthelioma. 

Dr. C. Husert Roperts: Section of “Supposed Recurrence after 
Vaginal Hysterectomy.” 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held February 14th, 1907, Mr. W. D. Spanton, President, in the 
Chair. 


Dr. S. Jervors Aarons showed specimens of four cases of Membranous 
Dysmenorrhaa with Casts, and read notes. Microphotographs were 
exhibited. Three of the specimens were solid. The age of the patients 
varied between 15 and 45 years. One patient had four children, while 
two were single, and one was sterile. One cast was 7cm. in length. 
There was no evidence of conception in any of the cases. 

Dr. J. H. Dauber showed (1) a specimen of Fibroma of an Ovary fixed 
in the Pelvis, causing extrusion of the uterus. It was removed from a 
patient 77 years of age, who made a rapid recovery after the operation. 
(2) Fibromyoma of the Uterus, weighing 30 lbs., removed from a patient 
57 years of age, who had suffered from symptoms for twelve years. At the 
operation about a gallon of ascitic fluid escaped. The tumour burrowed 
into the left broad ligament, and was adherent to the transverse colon, 
bladder and ascending colon. 

Dr. MacnavGHTON-JongEs showed a specimen of a Uterus containing 
Multiple Myomata, removed through an abdominal incision. 

The Presipent (Mr. W. D. Spanron) then delivered his Inaugural 
Address on 

Tue GYN&ZCOLOGY OF To-DAY AND OF Firty Yrars AGo, 
and said the tendency of recent years has been specialization, and the 
gynecologist directed his attention to the special diseases of women rather 
than to obstetrics. It may be questioned whether specialization may not 
tend to lower the dignity of the profession of medicine, although it may 
enhance the reputation of the individual. The broader the range of 
knowledge which the gynsecologist possesses the more exalted will be his 
position among his professional brethren and the public. He referred to 
the teaching of the text-books of fifty years ago, and compared it with the 
teaching and practice of the present day. At that time excision of thecervix 
for carcinoma was stated to be an operation “equally cruel and unscientific.” 
This was not surprising when we consider the elaborate mechanical 
contrivances employed and thehigh rate of mortality following interference. 
Vaginal hysterectomy had just begun to be performed for polypus, prolapse 
and inversion of the uterus, but the majority of cases died within three 
days. Theseserious results induced some of the more advanced gynecologists 
to attempt removal of the uterus by the abdominal route, which was 
declared by some of the writers of that day to be absolutely unjustifiable. 
The treatment of inflammatory affections of the ovaries with or without 
suppuration was by antiseptics and chlorides internally, while blisters and 
“camphorated frictions” were employed externally, especially when 
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gangrene was feared. In some cases where this treatment failed it had 
been suggested to cut down on the seat of suppuration, but nobody would 
be so foolhardy as to carry it out. Those who have taught us to utilize the 
functions of the peritoneum have done more to advance abdominal surgery 
than any other workers. 

The treatment of ovarian cysts consisted in the administration of 
diuretics, diaphoretics and purgatives combined with abdominal friction, 
gentle percussion and compression of the tumour. When these failed it was 
recommended to incise the skin and use a trocar andcannula to draw off the 
fluid. Ovariotomy found little favour among teachers then, but is now 
the only recognized form of. treatment. Fistulee were common, but are 
now rarely met with owing to the improvement in the teaching of 
obstetrics. A plea was made for improving the teaching of gynecology in 
Metropolitan schools. The favourable results now achieved in gynecology 
he considered in no small degree due to the efficiency of our nurses. 


NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Meeting held at Liverpool, Friday, January 15th, 1907, Dr. E. O. Crort, 
President, in the Chair. 


SPECIMENS. 


Dr. A. Stooxss (Liverpool) exhibited a Mixed Tumour of the Left Ovary 
weighing 9 lbs. The specimen proved to be partly dermoid with pultaceous 
material, hair and spicules of bone, and partly adenomatous. The opposite 
ovary was also the seat of a smaller dermoid. 

Dr. Briegs and Dr. E. Emrys-Roxsrts (Liverpool) showed two specimens : 
(a) Cancer of the Cervix Uteri with Pyometra: Unilocular Cyst of One 
Ovary, and Fibroma of the Opposite Ovary. Removed from a patient 
aged 67 years by the abdominal route. The uterine cavity was distended 
with foul-smelling discoloured pus, some of which escaped into the abdomen. 
Death occurred four days later. Microscopically the cervical growth proved 
to be an epithelioma, with several definite down-growths of epithelium 
into the stroma, containing cell-nests, and the growth in the right ovary 
a pure fibroma. (6) Uterine Appendages affected by Gonorrheal 
Salpingitis. 

Dr. GummgELt (Liverpool) showed a specimen of Double Pyosalpinx 
removed from a patient 36 years of age, with a history of a premature 
labour and still-birth, ten years previously, and a prolonged convalescence. 
The interest in the specimen was due to the size of the tubes, the purulent 
contents, and the fact that with a long history the mischief had remained 
distinctly localized. 

Dr. Stooxgs (Liverpool) exhibited a specimen of Multilocular Ovarian 
Cyst, with Appendix Complications. It was removed from a nulliparous 
woman aged 41. At the operation the cecum and vermiform appendix 
were found closely adherent to the cyst, the uterus being displaced towards 
the left side. Rupture occurred during removal, and the contents were 
clear watery fluid. A second cyst, equal to the size of an orange, more 
deeply situated, contained yellowish-green grumous material. This was 
taken to be the remains of the ovary. The Fallopian tube, cysts and 
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adherent appendix were removed. Recovery was uneventful, but some 
thickening remained in the floor of the pelvis. The patient had menstruated 
twice since the operation, the period lasting ten days. 

Dr. FotusrGitt thought the thin-walled cyst was of inflammatory 
peritoneal origin. 


Dr. F. W. Baxer Youne (Liverpool) exhibited A Sargery Pin REMOVED 
FROM THE VaGINA of a girl, aged 8 years. It had been there for two 
years, and had caused continuous hemorrhage. 


Ectopic PREGNANCY CONCURRENT WITH UTERINE PREGNANCY. 


Dr. A. DonaLp (Manchester) mentioned the case of a woman aged 40, 
who was admitted to St. Mary’s Hospital, Manchester, on account of a 
swelling in her abdomen which was first noticed by her doctor three days 
after she was delivered of a seven months’ living child, eight weeks prior to 
admission. This swelling had increased in size, and was accompanied by 
intermittent cutting pains in the left side. She had had two menstrual 
periods during the eight weeks following her confinement, the first lasting 
for a week, and the second for a fortnight, but there was no increase of the 
pain at this time; during the second menstrual period the discharge was 
pink, and two large stringy lumps came away. There was no history of 
very severe pain accompanied by fainting or other signs of hemorrhage. 
Prior to this pregnancy her menstrual periods had been regular every four 
weeks, but the amount had been variable, lasting from 1 to 14 days. Shehad 
had four previous pregnancies. On examination, the abdomen was found 
much distended, partly owing to dilated intestine, partly to an irregular 
hard swelling which occupied the hypogastrium and extended into both 
iliac regions. Per vaginam, a hard irregular swelling, not tender, was 
found bulging into the anterior fornix. This swelling was continuous 
with the abdominal mass, but could be separated from the uterus. 

On opening the abdomen in the middle line, the uterus was seen to be 
about double the normal size, while to its left side and attached to it was 
an irregular mass composed of the left Fallopian tube with a decomposing 
foetus contained in it. After opening the sac, the contents were removed, 
and as the walls of the sac were very firmly united to coils of intestine no 
attempt was made to separate them, but the edges of the sac were stitched " 
to the edges of the abdominal wound, after which the cavity was packed 
with gauze, the remainder of the wound being closed with silkworm gut. 
The patient made a good recovery, being discharged to the convalescent 
hospital on June 19th, with only a very small cavity which was still daily 
packed with gauze. 

The specimen consisted of a foetus with its placenta and umbilical cord. 
This foetus measured 13 in. long, and weighed 2 Ibs. 13 oz. ; it was crushed 
laterally, but otherwise was in a state of fairly good preservation. 
From the size and development of the foetus it seems probable that this 
ectopic pregnancy occurred synchronously with uterine pregnancy, and that 
the foetus died when the intra-uterine foetus was born. 


Dr. GzmMMELL (Liverpool) read notes of a case of FrsroMaA oF THE RIGHT 
Ovary with twisted pedicle. The case was that of a single woman, et. 46, 
who had been quite well until two days before operation, when she was 
seized with severe pain whilst out walking, and had much difficulty in 
getting home. There had been no previous illness, but she had suffered 
from headaches and chronic dyspepsia. On opening the peritoneal cavity 
a few ounces of sero-sanguineous fluid escaped, and the tumour was 
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revealed, adherent to the anterior abdominal wall, intestines, bladder and 
wall of pelvis, by recent peritoneal inflammation ; the surface was mottled 
by hemorrhagic patches; the fimbriated end of the right Fallopian tube 
presented at the incision swollen and dark blue in colour, looking somewhat 
like a ripe damson; and it was then seen that the growth was a solid 
tumour of the right ovary, with a twisted pedicle. The pedicle was 
untwisted and ligatured, and the tumour removed. The growth weighed 
2 lbs., was made up of solid fibromatous tissue markedly injected in places, 
and containing hemorrhagic patches in its stroma. The right ovary 
seemed almost intact, and the growth to be growing independently of the 
ovary, suggesting the possibility of its origin in the ovarian ligament. 
Sections of the growth showed that it was a pure fibroma with ovarian 
tissue surrounding it. 

Dr. A. Stookss (Liverpool) recorded a Casz or Fatat VomiTING IN 
Preanancy. The patient was admitted to hospital on November 12th, 
1906, pregnant for the second time. There was an alcoholic history. The 
last menstrual period occurred on April 11th, so that she was in the 
seventh month of pregnancy. Vomiting commenced during the second 
month, but was not excessive until the end of the sixth month of pregnancy. 
For the last two weeks it had been continuous and uncontrollable, and 
the vomited matter had been of a “coffee-ground” character. Blood was 
noticed in the urine, and for over a month she had been scarcely conscious. 
Foetal movements had not been felt for a month. The patient was a 
well-nourished, well-developed woman, markedly anemic. The face was 
thin and drawn and the eyes shrunken. The tongue was dry and coated 
with thick black fur; the breath was very offensive. The vomiting of 
“ coffee-ground ” material continued. At first the patient was incapable of 
answering any questions, but later she was able to give an incoherent 
account of herself. The pulse was 80 per minute, regular, but of poor 
volume, the apex beat could not be felt and the cardiac sounds were almost 
inaudible; temperature 99°F. The patient passed three ounces of high- 
coloured urine in twenty-four hours, containing urates, blood and a small 
amount of albumen. The uterus extended to a point one inch above the 
umbilicus, the head was in the pelvis. No foetal heart sounds or move- 
ments could be detected. Frequent saline enemata were ordered after the 
lower bowel had been washed out. The stomach was to have been washed 
out, but owing to resistance on the part of the patient it could not be 
performed. The washing of the bowel resulted in a loose dark-grey 
evacuation, such as is observed after the administration of bismuth. It 
had no “tarry” character. Food was taken in small quantities, and 
digitalis and strychnine were administered hypodermically. Induction of 
labour was not deemed advisable. There was never jaundice, cedema, or 
convulsions of any kind. There were no labour pains. There was some 
slight improvement for a time, but on the second evening after admission 
the heart suddenly failed, and she died at 8 a.m. 

Post mortem. There was no evidence of ulceration of the stomach. 
The bowel was filled with partially digested tarry blood, more or less fluid 
in the small intestine, and in scybalous masses in the large intestine. The 
blood-vessels were deeply injected. The liver was not enlarged. On 
section it showed a slightly “nutmeg” appearance. The kidneys were 
congested and the vessels prominent. The heart showed slight recent 
endocarditis on the ventricular surface of the mitral valve, but was other- 
wise normal. The uterus was thesize of asix and a half months’ pregnancy. 
The appendages were normal. 
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Dr. Briaes said Dr. Stookes’s account of the onset and course of the 
illness, and the sudden and unexpected death of the well-nourished woman 
from syncope from gastro-intestinal hemorrhage were inconsistent with 
hyperemesis gravidarum. 

Dr. Luorp Rosgrts thought that alcoholism had accentuated the 
vomiting. 

Dr. ForHERGILL remarked that usually there were gross changes in the 
liver, and regarded an increase in size of the organ followed by diminution 
as an indication for induction of labour. 





EDINBURGH OBSTETRICAL SOCIETY. 


Meeting held Wednesday, February 13th, 1907, J. W. Bauuantrng, M.D., 
F.R.C.P., E., President, in the Chair. 








Dr. Havitain read a communication entitled A CurnicaL AND 
ANATOMICAL Stupy oF THIRTY CERVICAL FIBROIDS REMOVED BY ABDOMINAL 
Hysterectomy. Of the thirty cases four grew from the supra-vaginal 
portion of the cervix, and of these three were situated in the posterior 
wall, six from the supra-vaginal and inter-vaginal portions of the cervix, 
of which four were posterior, and twelve from the inter-vaginal and infra- 
vaginal portions of the cervix, of which eight were posterior. In the 
anterior forms the recto-uterine peritoneal pouch was not altered, and a 
space existed between the tumour and the rectum, whereas when the 
tumour was posterior the peritoneum was raised high up over the tumour, 
the pouch of Douglas being entirely obliterated. All the tumours, with 
one exception, were uninodular. The most important symptoms were 
those due to pressure of the impacted tumour on the bladder and urethra. 
Retention frequently made its first appearance during a menstrual period. 
Pain was not as a rule a marked symptom. Hemorrhage could not be 
considered a constant symptom, but it was frequently present, and in ten 
of the cases it was of an urgent nature. With regard to the operation, the 
tumours were usually easily enucleated, but difficulty was often encountered 
by reason of the distortion of the parts and alteration of the usual land- 
marks. In dealing with posterior growths care was required to avoid 
injuring the ureters; and the proximity of the rectum was a source of 
danger from septic infection. When the tumour was encapsulated it was 
wise to incise the capsule and enucleate the tumour so as to minimise the 
risk from working dangerously close to the rectal wall. A combination of 
cervical and corporeal fibromyomata was rare, and difficulties arose in 
treatment from the great dislocation of parts. Of the thirty patients, three 
died, two from septic infection from the rectum, and one from the fibroid 7 
being in a sloughing condition. As compared with corporeal fibroids, 
cervical fibroids were calculated to give rise to much more dangerous 
symptoms, and their removal by hysterectomy was accompanied by greater : 
difficulties and graver risks. id 

The Presipgnt, Dr. Barsour and Dr. Brewis discussed the paper. i 

Dr. Rossrtson Dosiz communicated A Mstruop or DELIVERY BY 
Forcrrs in Soms DirFicutt OcciPiTo-PosTERIOR Cases. He recommended i 
that the forceps should be applied from the front with the concavity of 
the pelvic curve towards the sacrum, and claimed that this procedure 
promoted flexion of the head. 
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The Presipent, Dr. Forpycs, Dr. Lacxrge and Dr. Rircutx criticized 
the method. 

Dr. Barsour reported two successful cases of HysTERECTOMY IN 
PREGNANCY FoR UTERINE Fisrorps. In the first case the tumour grew from 
the posterior lip of the cervix and displaced the uterus upwards; in the 
second the growth had a broad base of attachment to the right side of the 
uterus, displacing the uterus to the left and rotating it so that the right 
appendages came to lie anteriorly. 


SPECIMENS. 


Dr. Barsour showed (1) A Fibrous Tumour of the Ovary, simulating 
a uterine fibroid; (2) A Ruptured Ovarian Cyst with Pseudo-myxoma 
Peritonet ; (3) A Dermoid Tumour of the Ovary, with Twisted Pedicle. 

The PresipEent showed (1) Congenital Cystic Kidneys, each of which 
was about three times the normal size. They were composed of innumer- 
able small cysts, with here and there a recognizable malpighian body. 
(2) An Infant showing Hidden Cervical Spina Bifida. 


Meeting held Wednesday, March 13th, 1907, J. W. Bautuantynz, M.D., 
F.R.C.P.,E., President, in the Chair. 


Sir Haturpay Croom read a paper on 
EXxoOPHTHALMIC GOITRE IN ITS RELATION TO GYNHZCOLOGY AND OBSTETRICS. 


Although exophthalmic goitre was a comparatively common disease in 
women, occurring during the period of greatest uterine activity, there 
was no evidence that it was frequently associated with diseased conditions 
of the generative organs. This was the more remarkable inasmuch as the 
thyroid gland exhibited physiological changes during menstruation and 
in the later months of pregnancy. The disease was more often met with 
in private than in hospital practice, over-excitement and other pre- 
disposing causes of a nervous nature being commoner among the better 
classes. Only one patient out of 15,000 treated in the Edinburgh 
Maternity Hospital had a goitre, and in this case there was no tremor 
and no exophthalmos. During fifteen years of hospital gynscological 
experience Sir Halliday had only encountered two cases of goitre associated 
with uterine disease. Menorrhagia was the rule in exophthalmic goitre 
rather than amenorrheea, at any rate, while the disease was in the early 
progressive stages. If the onset occurred before puberty non-development 
of the generative organs with resulting amenorrhcea was usual. When the 
disease had been going on for a long time it tended to cause atrophy of 
the generative organs with consequent amenorrhcea. Three cases of ex- 
ophthalmic goitre complicating gynecological cases were described. In 
one the removal of an ovarian tumour and a cervical polypus had been 
followed by some improvement, but no definite relationship between this 
disease and gross pelvis lesions could be established. In 8 out of 12 cases 
complicating pregnancy, the course and delivery were unaffected. In 
most of them the condition was aggravated after labour was over. In one 
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there was severe post partum hemorrhage with slow recovery, and followed 
by uterine and ovarian atrophy, resulting in permanent amenorrhea. 
In another there was severe hemorrhage at the fifth month, treated by 
dilatation of the cervix and version. In a third there was a miscarriage 
at the third month, followed by a year of amenorrhea and diminution 
of the exophthalmic symptoms. In the last case death occurred as the 
result of eclamptic seizures after delivery. The conclusions drawn were 
that pregnancy as a rule makes the disease worse and favours its prégress, 
and that the condition had practically no effect on the course of pregnancy. 
Abortion and hemorrhage were the most likely complications to take place. 
There could not be said to be sufficient grounds for forbidding marriage or 
prohibiting pregnancy in cases of exophthalmic goitre. 

In the discussion which followed the paper there spoke Drs, Barsour, 
Brewis, Rircuiz, Nicotson, Courcu, Watson and Forpycs. 


SPECIMENS. 


Mr. Brewis showed (1) A Four Months’ Fetus (Extra-uterine) removed 
by vaginal section. The patient was a multipara, aged 35, with a history 
of five years’ sterility. The primary rupture had occurred at the eighth 
week, since when there had been persistent pain. The patient made a 
good recovery. (2) A Large Subperitoneal Fibroid showing Mucoid 
Degeneration. It had been attached by a narrow pedicle to the fundus. 
(3) A Fibroid Tumour Growing from the Anterior Lip of the Cerviz. 
(4) Double Dermoid Tumours removed from a multipara. (5) Double 
Tuberculous Pyosalpinz. (6) An Ovarian Tumour, with which it had been 
necessary to remove a portion of the abdominal wall. The patient had 
been subjected to an incomplete operation 19 years ago, and the part of 
the tumour left behind had become firmly adherent to the parietes. 

Dr. Hata Ferauson exhibited (1) A Uterus with a Large Submucous 
Fibroid continuous with a fibroid in the right broad ligament. The 
specimen showed the intra-uterine and the subperitoneal growth to be one 
and the same tumour. The tumour in the broad ligament produced severe 
pressure symptoms on the internal iliac vein. (2) A Contracted Pelvis 
from a case where craniotomy was performed, and where the patient died 
of eclampsia. It was a justo minor pelvis with some evidences of rickets 
in addition. The conjugata vera was 34in. There was a spinous projec- 
tion on the right ileo-pectineal line. (3) A photograph sent by Dr. Wishart 
Kerr from West Africa showing Siz Jnfants which a native woman was 
said to have given birth to at one time. They all died within three days. 
The mother had had multiple pregnancies before—once four at a birth, 
and twice triplets, on each occasion from a different father. 


GLASGOW OBSTETRICAL AND GYNACOLOGICAL SOCIETY. 


Meeting held Wednesday, February 27th, 1907, Dr, Lawrence OLIPHANT, 
President, in the Chair. 


The following specimens were shown :— 

Dr. Ke.iy: Specimen and photographs from a case of Double Uterus 
with Cystic Ovaries obtained from a patient aged 22 years. The external 
organs were well formed, but there was no vagina. 


24 
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Dr. Jarpine: Fetus at full term showing Malformations. There was a 
large spina bifida. The eyes were of the cyclops character, but two were 
on one stalk. 

Miss A. L. McILrory: Ovarian Tumour from a patient aged 60, who 
had complete prolapse of the uterus with small myoma in the anterior wall. 


The Presipent made reference to the death of Professor Budin, the 


Society’s Honorary President. It was decided to send a letter of sympathy 
to the relatives. 


Dr. JARDINE opened a discussion on 
Inrant MortaLity AND MorRBIDITY FROM THE OBSTETRICAL STANDPOINT. 


In his paper Dr. Jardine limited his remarks to the death-rate among 
infants which have been alive at the commencement of labour, and which 
perish during labour or shortly after delivery. Deaths due to constitutional 
diseases, to pathological conditions of the placenta, etc., were excluded, the 
main factor under discussion being deformities of the pelvis. 

In the Glasgow Maternity Hospital cases of badly contracted pelvis 
necessitating more or less serious operations are very numerous. 
Many cases of destructive operations could be saved if proper means of 
delivery had been adopted in the first instance. In the minor degrees of 
pelvic contraction it is often difficult to come to a decision as to the best 
method to use. But in the cases of marked disproportion between the 
pelvis and head there are certain points in the patient which show the 
possible character of the labour, viz., the presence of rickets, a pendulous 
abdomen, especially in a primipara where the head has not entered the 
brim at the onset of labour. In multipare the history of previous labours 
is a guide to the diagnosis. On examination special attention ought to 
be directed to the size of the head relative to the size of the brim, the 
diagonal conjugate when taken by the fingers being the most useful guide 
for pelvic flattening. The size of the head relative to the brim is obtained 
by grasping the head through the abdominal wall and pushing it down- 
wards and backwards in the direction of the inlet with one hand, while 
the fingers of the other hand are in the vagina to feel how far the head 
can be pushed down; delivery in the ordinary way being contra-indicated 
if the head cannot be pushed partly into the brim. Before an attempt 
is made at delivery the practitioner should decide as to his procedure in 
the event of failure. If he is not prepared to finish the case he should 
have a consultant or send the patient to hospital. 

Dr. Jarping discussed the dangers to the child in difficult forceps cases 
and in extractions by the breech; and also the best methods of dealing 
with injuries to the cranium. 

Dr. Caskig had seen two cases of death after delivery in apparently 
healthy children. 

Dr. Witi1aM MacraruaNe asked, in cases of repeated large children 
involving difficult labours, would Dr. Jardine induce labour early. 

Dr. Joun Linpsay thought that some badly developed children were 
capable of intra-uterine life, but were not capable of post natal life. 
In forceps cases after delivery of the head there was sometimes delay in 
delivery of the shoulders, the child making attempts at breathing and 
sucking in mucus, after delivery, the respiratory efforts being feeble, and 
the child soon dying. 
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Dr. A. McLe.uan had made some investigations into the cause of 
feeble-minded children, and had found histories of difficulty in respiration 
at birth, later on these children being idiots. 

Dr. MacLennan thought that in cases of old primipare with rigid 
cervix it was often preferable to perform Cesarean section, to lessen the 
risks of a possible subsequent prolapse. 

Dr. DonaLp Durr had seen two cases of septic arthritis in the new- 
born. 


Dr. RussELu had sometimes met with difficulty in delivery owing to a 
short funis. 

Dr. Carstairs Doveias had performed many post mortem examinations 
on children in the Maternity Hospital, and had found difficulty in many 
cases in arriving at a conclusion as to the cause of death. Some causes 
were developmental errors, some depressions and fractures of the cranium. 

The Presipent thought in cases of repeated large children the case 
should be watched and labour induced when the head became large for the 
brim. 

Dr. Jarprnz replied. 
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REVIEWS OF RECENT BOOKS. 


Tue INFLUENCE OF THE MENSTRUAL FUNCTION ON CERTAIN DISEASES OF THE 
Skin. By L. Duncan Bulkley, A.M., M.D., Physician to the New 
York Skin and Cancer Hospital. London: Rebman Limited. 
Price 5s. 


This interesting volume is the outcome of personal observations supple- 
mented by clinical records from medical literature, and its object is to show 
that the menstrual function has a pronounced influence on many different 
diseased conditions of the skin. Dr. Bulkley teaches us that not only does 
the approach of the normal menstrual flow often aggravate a pre-existing 
chronic skin disease, but that it may be responsible for the regular 
recurrence of a disease on an otherwise perfectly healthy skin. Of the 
numerous diseases which tend to be aggravated by menstruation, acne 
vulgaris is familiar enough, but of the diseases which may recur with each 
menstruation the so-called menstrual erysipelas is certainly the most 
remarkable, inasmuch as one patient is credited with no fewer than fifty 
attacks. The association of hemorrhagic eruptions with menstruation is 
of unusual interest owing to the fact that they are often claimed as 
examples of vicarious menstruation; the cases quoted by the author 
certainly seem to support these claims. The pigmentary changes of the 
skin are considered under the category of chloasma and melanoderma, and 
the reader is warned that some of the cases appear to be instances of 
feigned eruption—a point which ought not to be ignored. Of the many 
theories put forward to explain the derangements associated with menstrua- 
tion, the author discusses only those dealing with “cyclic changes,” auto- 
intoxication, and nervous irritation from the genital organs. These 
theories, from the point of view of cutaneous disorders, are not considered 
to be necessarily conflicting but to be even complementary one to the other. 
By way of conclusion to an exceedingly instructive work, treatment on 
broad lines is advocated—treatment to bring the whole organic system 
into more perfect working order, so that both the disordered menstruation 
and its manifest derangements may be removed together. 


E. S. 


Oprrative GynazcoLocy. By Howard A. Kelly, A.B., M.D., LL.D., Hon. 
F.R.C.S., Ed., Professor of Gynecological Surgery in the Johns 
Hopkins University, etc. With 11 plates and 703 original illustra- 
tions, for the most part by Max Brédel. Two vols. Second edition, 
revised and enlarged. London: Sidney Appleton, 1906. 


(Second Notice.) 
Vou. II. 


The following continues the brief review of each chapter which was 
begun in the March number of the Journat :— 
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Chap. XXVI. On “The General Principles common to Abdominal 
Operations.” 


The whole of this chapter has been re-written, and the section on 
“ Drainage” has several new illustrations. That on postural drainage is 
a useful one. 


Chap. XXVII. On “The Care of the Patient up to Recovery.” 


(Enthusiastic golfers may notice with regret that the author’s former 
recommendation of the virtues of golf appears to have been purposely 
omitted from the present volume.) 


Chap. XXVIII. On “ Complications.” 


Additional material may be noticed in the sections on “ Shock ” and on 
the “ Diagnosis and Treatment of Septic Peritonitis.” 


Chap. XXIX. On “ Suspension of the Uterus.” 


This has been re-written, and some of the old illustrations are left out. 
At the close of the chapter a full description is given of “ Gilliam’s 
Operation of Implantation of the Round Ligaments.” This is curious, as 
no reference is made to the more classical and better operation of simple 
shortening of the ligaments. 


Chap. XXX. On “ Conservative Operations.” 


In this chapter there is a good deal of fresh material (chiefly from other 
sources), but neither here nor in the chapter on “ Ovariotomy ” do we find 
any mention of “lutein cysts” and the recent investigations regarding 
their special features and origin. 


Chap. XXXI. On “ Salpingo-oéphorectomy.” 
Chap. XXXII. On “ Vaginal Drainage and Enucleation.” 


Chap. XXXIII, On “ Tubercular Peritonitis.” 


(This was formerly inserted before the consideration of suspension of 
the uterus.) 


Chap. XXXIV. On “ Hysterectomy.” 


This, as one of the most important “operative” chapters, has received 
special revision and undergone considerable enlargement. The pages from 
259 to 270 are entirely original, and seven new illustrations are given 
showing the author’s method of bisection of the uterus as applied to the 
removal of the greater part of the uterus and the uterine appendages for 
severe inflammatory disease. The French method of doing a similar 
operation by initial division of the cervix above the pelvic floor (without 
bisection) is possibly better and quicker, but such modifications are not 
recognized or mentioned. 
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Chap, XXXV. On “ Ovariotomy.” 


Two new illustrations form a special feature of this chapter: the one 
is a coloured plate showing hemorrhagic infarction from twisting of the 
pedicle, and the other (Fig. 479) is an illustration of an ovarian fibroma 
which has suffered from a similar accident. 


Chap. XXXVI. On “ Myomectomy and Hystero-myomectomy.” 


This is another of the great “ operative” chapters that will well repay 
a careful study. Figs. 505 and 506 are fresh illustratoins. Dr. Noble’s 
statistical series of complications is introduced on page 372. Three new 
and very useful figures, illustrating a special case, are Figs. 530, 531 and 
532. There is a rearrangement regarding adeno-myoma. This is now 
considered fully at the end of the chapter. There is another series 
of figures illustrating a special case and worthy of special notice, viz., 
Figs. 534, 535, 536 and 537. Fig. 541 is also new. In many difficult 
cases of hystero-myomectomy the author now advises bisection of the 
uterus, but the cases he reports need to be studied individually, and some 
of the methods employed by him are original, very suggestive and helpful. 


Chap. XXXVII._ On “ Abdominal Hysterectomy for Sarcoma.” 


This subject has now a chapter to itself, and is illustrated by several 
additional figures (558—563). In one case (see Fig. 562) the sarcoma 
grew from the cervical stump of a two years old hysterectomy. 


Chap. XXXVIII. On “ Abdominal Hysterectomy for Cancer.” (Prepared 
by Dr. John A. Sampson.) 


This is the most important chapter of the book. It is all practically 
new, and forms the latest and finest monograph that we possess on cancer 
of the uterus and its surgical treatment. It is full of information and 
contains a large number of valuable and original illustrations. Many of 
these are coloured and show an artistic beauty of execution that deserves 
the warmest acknowledgment and praise. 


Chap. XXXIX. On “ Extra-uterine Pregnancy.” 


This has been generally re-written, and the section on “ Clinical 
History” is considerably enlarged. There are several new illustrations, 
but neither illustrations nor text appear to deal with the relation of the 
pregnancy to the lumen of the tube—a subject which has attracted con- 
siderable attention during recent years and which probably has considerable 
pathological and clinical significance. 


Chap. XL. On “ Gynecological Affections in Childhood.” 
Chap. XLI. On “The Radical Cure of Hernia.” 


The chief new point in this chapter is the description of Mayo’s 
operation for umbilical hernia. 
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Chap. XLII. On “ Intestinal Complications.” 


This describes the “crushing” operation for removal of the appendix 
instead of the “collar” operation which formerly “held the field.” 


Chap. XLIII. On “The more remote results of Abdominal Operations.” 
This chapter concludes the book. 


On bringing to a close this review of the second edition of Prof. Kelly’s 
work, we cannot refrain from expressing how much we owe to the courage, 
painstaking work and careful observation of the distinguished author. 
The most appreciative recognition of this, however, cannot blind us to the 
fact that the gynecology of the British Empire has been very much 
neglected in its compilation, and that the book suffers for want of a due 
appreciation of recent English work and of operative methods, both 
English and French, in the treatment of gynecological disease. To the 
English student and operator this is perhaps of less moment than to the 
American student. Knowing well, as he should do, the literature of his 
own country, the English surgeon will be able to supplement what is 
lacking in the volumes before us, and no single book for reference or study 
will so help him in difficult cases as this latest edition of the “ Operative 
Gynecology.” 

a W. % 


THe BrapsHaw Lecturze ror 1906 on “Cancer: Its TREATMENT BY 
Mopern Metuops.” [Delivered at the Royal College of Surgeons of 
England.] By Edmund Owen, F.R.C.S. London: Balliére, Tindall 
and Cox. Price ls. 


This is not a great lecture, but it touches a variety of subjects lightly, 
and is written in an easy style. The author begins with the emphatic 
statement that in the present state of knowledge and experience the only 
way in which the cure of a cancer can be obtained is by its prompt and 
thorough removal by operation. But he is careful to point out that it is 
beyond the power of surgery as well as of all other vaunted methods of 
treatment to promise a cure of cancer. As examples of the modern 
thorough operation, the present methods of dealing with cancer of the 
breast, lips and tongue are cited, and incidentally he refers to the pioneer 
work of Sir William Mitchell Banks in advocating the complete removal 
of the breast and glands for cancer, and insists that his teaching has not 
received the recognition which it justly deserved. A tribute is paid to 
the good work done under the auspices of the Imperial Cancer Research 
Fund, and the lecturer concludes with a prophecy that the final victory 
over cancer will not be solely by the knife. 

& &. 


Tus PREVENTION OF CANCER AND ITS RELATION TO THAT OF SOME OTHER 
Diseases AND CaLamiTiEs. By C. B. Keetley, F.R.C.S. London: 
Bailliére, Tindall and Cox, 1907. 


This is a well-meaning little pamphlet containing four or five short 
papers on the supposed infection of cancer and the “ inter-relationship of 
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cancer, tubercle, venereal diseases and other social calamities.” It is ob- 
viously too vague to have any great scientific value, but the general suspicion 
among many trained observers, that cancer is very likely due to some 
moral cause (as voiced by Professor Kelly at the meeting of the British 
Medical Association at Leicester), may well incite some real painstaking 
investigation on the question. Until this is done and the way of prevention 
is more clearly known, any rash publication of ill-founded suspicions may 
bring an additional burden on the poor and (possibly) innocent sufferer 
who is already crushed by an overwhelming affliction. 

J. W. T. 





